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VA’S PLANS FOR IMPLEMENTING HEALTH 
CARE REFORM AND CURRENT AND FUTURE 
CONSTRUCTION PLANNING AS IT RELATES 
TO HEALTH CARE REFORM IN THE VA 


WEDNESDAY, MARCH 23. 1394 

House of Representatives, 

Subcommittee on Hospitals and Health Care, 

Committee on Veterans Affairs, 

Washington, DC. 

The subcommittee met, pursuant to call, at 9:43 a.m., in room 
334, Cannon House Office Building, Hon. J. Roy Rowland [chair- 
man of the subcommittee] presiding. 

Present: Representatives Rowland, Long, Filner, Bishop, 
Kreidler, Smith, Stump, Bilirakis, Everett and Buyer. 

OPENING STATEMENT OF CHAIRMAN ROWLAND 

Mr. Rowland. I apologize to my colleagues and everyone else 
here for the delay this morning. 

The subcommittee will come to order. Our subcommittee has held 
a series of hearings on VA’s role under a national health care re- 
form. Our last two hearings on that subject focused on the VA role 
as envisioned in H.R. 3600. Of course, ime Congress has a number 
of health care reform proposals before it. Some take an incremental 
approach, while others would go further. Veterans are looking to 
this committee, however, to build on Title VIII of H.R. 3600 and 
improve it as best we can. Moreover, if we fail to take up and at- 
tempt to improve the Administration's veterans’ provisions, we face 
the possibility that they will be adopted as introduced. Regardless 
of our individual views on other elements of the Administration’s 
bill, a national health care reform bill provides this committee an 
opportunity we have never had before, and are unlikely to see 
again. It gives us an opportunity to establish meaningful eligibility 
reform and a stable fun^g base to support it. I have been working 
on that with Chairman Montgomery and hope to have a package 
that we can begin to mark up in Api^. 

As we move toward our role in marking up legislation, we want 
to learn more about how VA would carry out its proposed role 
xmder health reform. We need to understand how VA would trans- 
form and restructure itself. How will its delivery system change? 
How will it establish business plans and manage business oper- 
ations? How will it reorganize itself? How will it balance a new role 
as a provider of a basic benefits package with its traditional role 
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as a provider of specialized services which may not be covered 
under that basic package? 

In posing those questions, 1 want to emphasize that this hearing 
is aimed at taking us beyond the language and specific elements 
of H.R. 3600, That legislation, as introduced, simply represents our 
starting point. We need to look beyond aspects of that bill with 
which we may disagree to broader questions of how VA would go 
about changing the way it does business if some far-reaching 
health reform legislation were enacted. While there are differences 
among us on the merits of competing health reform bills, I believe 
most of us see a need for sweeping Ganges in the VA health care 
delivery. It is not realistic to thiiDc we can achieve such changes 
without a broad vehicle like a national heath reform bill. Regg^- 
less of the ultimate shape of such legislation, VA’s planning work 
on implementing system reforms is important to our deliberations. 

As a related matter, this committee has a responsibility to de- 
velop authorizing le^lation for m^or medical construction 
projects. In my view, that responsibility compels us to consider the 
implications which a VA role in health care reform has for con- 
struction planning and the establishment of construction priorities. 

Because this hearing focuses on the extensive planning work VA 
has only recently completed, and because the Department has not 
yet released those plans, we have invited the Department wit- 
nesses to discuss that planning process and the strategies for the 
future. We look forward to their testimony. 

I now recognize Ranking Member, Mr. Chris Smith. 

OPENING STATEMENT OF HON. CHRISTOPER H. SMITH 

Mr. Smith. Thank you very much, Mr. Chairman. Today the sub- 
committee will hear testimony from the VA witnesses regarding 
VA's plan for implementation of national health care reform. It is 
my understanding, Mr. Chairman, that in January the VA con- 
vened over 200 participants in work groups to detail strategies to 
enable VA to better position itself in this era of health reform. VA 
is to be commended for their forward thinking approach as there 
are many steps the VA needs to take in order to make the kind 
of improvements which will help ensure its survival. These changes 
need to be made regardless of what the Congress ultimately enacts 
for the rest of the Nation. 

As the VA formulates its plans, it is my hope that the agency 
does not solely dedicate its efforts towards the enactment of H.R. 
3600, the He^th Security Act. As the Chairman has pointed out, 
the fate of that particular legislative approach is clearly uncertain. 
Rather, it is a great deal more benefimm to Members of this Com- 
mittee if the VA examines the types of reforms necessary to take 
the VA into the future as well as to meet the needs of the veterans 
it now serves. 

In order for the VA to survive and to contribute as a viable con- 
tributor to this Nation's health care system, the Department must 
identify ways in which it can become more customer-oriented. It 
must develop sound financial planning strategies and revise its 
management structure both cen^allv and locally. Instead of expect- 
ing veterans to seek out the VA, the VA must begin to se^ out 
the veteran. In so doing, the VA must begin to move away from 
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large, vertically-integrated hospitals and place more emphasis on 
smaller, community-based health care delivery options. Finally, the 
VA must adapt new ways of delivering health care and shift from 
its current emphasis on highly specialized acute hospital care to an 
increased reliance on primary and noninstitutional care. 

Such changes, obviously, will not come easy. The VA has evolved 
into its present culture after more than six decades. However, Mr. 
Chairman, I am encouraged by the willingness of the Secretary of 
the Veterans Affairs, Jesse Brown, to lead VA toward a new direc- 
tion. It will take hard work; it will take a lot of cooperation within 
the Department, within the Congress, and within the veterans 
community to aid VA in this enormous transition. 

Secondly, Mr. Chairman, we will discuss the VA’s construction 
process and whether or not we can have any faith whatsoever in 
the planning process VA employs to ensure &at the system is de- 
signed and structured to care for its veterans now and in the fu- 
ture. Next month, this Subcommittee will be expected to report to 
the Full Committee our recommendations for construction prior- 
ities for fiscal year 1995. Yet, the very limited construction dollars 
dramatically inhibit the number of projects this Committee will be 
able to authorize. Simply put, the dollars allocated for m^or medi- 
c£d construction come no where near meeting the enormous needs 
of the department. 

Again, I thank you for convening this hearing and look forward 
to the witnesses. 

Mr. Rowland. Thank the gentleman. 

The gentleman from Arizona, Mr. Stump. 

OPENING STATEMENT OF HON. BOB STUMP 

Mr. Stump. Thank you, Mr. Chairman, and I want to commend 
you for holding this very timely hearing on implementation of na- 
tional health care reform and VA construction. 

These topics are interrelated, and I am very concerned about 
them both. 

I understand the VA’s implementation plan has not yet been ap- 
proved by Secretai^ Brown. I hope this will happen soon and look 
forward to the testimony from today's witnesses. 

As you know, Mr. Chairman, I am extremely frustrated by VA's 
construction budget and the priority process. 

Cutting the construction budget by 70 percent is no way to pre- 
pare the VA for competition with the private sector. In addition to 
unacceptable cuts in construction, this budget continues to neglect 
many Sunbelt states which have experienced increased demand for 
services due to migration patterns of veterans. The 1990 census 
shows that between 1980 and 1990 the veteran population in 34 
states decreased while it increased in 16 states. 

Two states lost more than one quarter of a million veterans each, 
and another five states lost more than one hundred thousand each. 

Florida’s veteran population increased by almost 350,000. 

My state of Arizona had the second mghest increase, gaining 
more than 88,000 veterans. 

Of the 11 states gaining more than 10,000 veterans, nine are in 
the Sunbelt. 
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Mr. Chairman, I believe that neither construction dollars nor an- 
nual hospital bu(^ete have kept pace over the years with migrating 
veterans. This situation cannot oe corrected in one year, and we 
will not get it resolved with one hearing. 

VA officials have been responding to my questions about these is- 
sues and I will continue to share them with you. 

Interestingly, some of VA’s facilities showing the greatest defi- 
ciencies in ambulatory care function are not included in the five- 
year plan for additional construction projects. 

Other projects in states with nearly the highest decrease in vet- 
eran population during the 19808 received higher priority scores. 

To protect the integrity of this Committee^ construction author- 
ization bill, I believe we must do a better job of scrutinizing VA’s 
methodology and conclusions about construction priorities. 

I thank you, Mr. Chairman. 

Mr. Rowland. Thanl^ou. 

The gentleman fixtm Florida, Mr. BUirakis. 

OPENING STATEMENT OF HON. MICHAEL BILIRAKIS 

Mr. Biliraxis. Thank you, Mr. Chairman. 

Let me also take this opportunity to commend you for holding 
this very important hearing today, health care debate is pro- 
ceeding rapialy, and it is important that we closely monitor any im- 
pact health care reform may have on the Department of Veterans 
Affairs. 

During the time veterans service organizations have been pre- 
senting their annual testimony to the House and Senate Veterans 
Affairs Committees, I. along with, I’m sure, all of us, have met wiffi 
representatives from our districts. Based on my meetings with 
these Florida veterans one thing is very clear — they are extremely 
concerned that the VA health care system will cease to exist if the 
Administration’s health care proposal is adopted. 

After years of underfunding, they do not believe the VA will be 
able to effectively compete with the private sector for patients. 
They are concerned that the VA’s ability to provide services in the 
areas of long-term care, spinal cord injury, blind rehabilitation and 
prosthetics will diminish under national health care reform. They 
are afraid veterans will end up at the back of the line for health 
care. 

Quite frankly, Mr. Chairman, I don’t blame them for being anx- 
ious about the future of the VA health care system. This sub- 
committee has held numerous hearings on the impact of national 
health care reform. To date, 1 remain unconvinced that the viabil- 
ity of the VA health care system will be protected if an universal 
health care proposal is adopted. 

Indeed, health care reform may become a modem trojan horse 
for the Department of Veterans Affairs. The Clinton plan, in its 

R resent form, will sow the seeds of destruction of an independent 
ealth care system for our Nation’s veterans. Under the guise of 
“open market” competition, the plan seeks to match an under- 
funded VA system against private health care plans that have ben- 
efited from years of double digit increases in revenue. It is simply 
not a fair fight and we risk disenfranchising our Nation’s veteran 
populations. 
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We have huge construction backlogs at VA facilities, as others 
have already said, and yet these facilities are supposed to compete, 
literally overnight, with private and public sector facilities. We 
have been denying care to many veterans for years — ^yet we now 
expect them to choose an option for care that has been historically 
unreliable. If this doesn’t fly in the face of logic, I am not really 
sure what does. 

In fact, there are already several case studies where national 
health care reform has led to the demise, and destruction of sepa- 
rate veterans’ health care systems. In five Western nations that in- 
stituted universal coverage, the VA health care system was eventu- 
ally dissolved. I don’t believe this is what our veterans want, and 
I know it’s not what they deserve. 

Veterans in my district and throughout the country are also con- 
cerned that the VA will lose its autonomy and its ability to meet 
the unique health needs of our veterans. Under the Administration 
proposal, as we know, a national board will set the policies and 
guidelines for health care plans, as well as the basic benefits pack- 
age the VA is mandated to provide. This would strip the VA of au- 
thority, an ironic result given our recent elevation of the VA to 
Cabinet status. The plan could also hinder the VA’s flexibility to 
offer veterans all of the services they require and limit the re- 
sources available. 

Ihe VA health care system is a national asset, and 1 am commit- 
ted, and I’d like to think this entire Committee is committed, to en- 
suring that it continues to be one. I've said this before but I think 
it deserves repeating: the veterans service organizations that are in 
the audience this afternoon — I guess 111 say this morning, it's still 
morning, need to remain diligent. The health care debate is far 
from over, and it is imperative that you continue to be active play- 
ers in the ongoing deliberations on health care reform. 

Mr. Chairman as always, I look forward to working with you and 
the other members of the Committee on this important issue. 

Thank you. 

Mr. Rowland. Thank you. 

The gentleman from Alabama, Mr. Everett. 

OPENING STATEMENT OF HON. TERRY EVERETT 

Mr. Everett. Thank you, Mr. Chairman, I, too, want to con- 
gratulate you for having this hearing. 

Mr. Chairman, I’ve listened with interest to your comments and 
those of our Ranking Member, Mr. Smith, as well as my other col- 
leagues. In all honesty, I think the VA has been put in a difficult 
situation g^ven the lack of adequate funding in recent years. 1 am 
concerned in particular about the number of veterans in my district 
who live in rureil areas and the lack of community-based clinics to 
serve them. I’m also concerned about long-term care and options 
available to them if CBCs are not made available. 

Mr. Chairman, I have a statement I want to submit for the 
record and some questions, too. 

Mr. Rowland. Without objection. 

The gentleman from Indiana, Mr. Buyer. 
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OPENING STATEMENT OF HON. STEVE BUYER 

Mr. Buyer. Thank you, Mr. Chairman. I compliment you for 
holding this hearing today, not only about Mr. Clinton’s health care 
plan, but also about the VA’s construction planning process. Many 
of us, me in particular, were concerned about the Amninistration's 
fiscal year 1995 budget report and the deep cuts in the construction 
budget. Also, I am concerned about whether or not the VA can in- 
sulate itself from political pressures when they set out their prior- 
ities for construction projects. 

I agree with you, Mr. Chairman, when you said that President 
Clinton's plan is that starting point. However, if we are all at the 
starting point, I’d choose not to follow that path on whidi the 
President has put his plan because of some oi the deep concerns 
I have. 

I applaud you for having this hearing; it is the be ginnin g of this 
process. 1 think everyone on this Committee shares a very strong 
sincerity for our interest in the veterans, and we want to ensure 
that the independence of the VA is maintained, as well as the sur- 
vivability of the VA and its viability into the future. 

But, 1 recognize if we take the path of the Health Security Act, 
it is the beginning of the end of the VA swtem as we know it, and 
I associate mvself with the comments of Mr Bilirakis. He said it 
very, very weU, and very eloquently, and I applaud the gentleman. 

I am concerned, though, about testimony here today after having 
read the testimony of Dr. Headley who states that, “Clinton's 
Health Security Act represents the hest chance’ for a strong inde- 
pendent VA health care system capable of providing high-quality 
services responsive to veterans special needs.” I challenge that as- 
sumption, and that’s the focus that I will have. I applauu the veter- 
ans organizations that first gave a strong look to the President’s 
plan and have now said, we are not going to choose that path, we 
seek the viability and have turned to others of us here on the Vet- 
erans Committee to come up with alternatives that really address 
what’s occurring out there in the private sector, whether it’s long- 
term care or eligibility reform. I think that's extremely important. 

I think, Mr. Chairman, you are very wise to step forward and 
say, whether we have the Health Security Act or not, that there 
are changes out there in the health delivery system from month to 
month, and that we on this Committee caimot be blind to that and 
have to accept that responsibility, and I look forward to this debate 
with you. 

Mr. Rowland. Thank the gentleman. 

The gentleman from California, Mr. Filner. 

OPENING STATEMENT OF HON. BOB FILNER 

Mr. Filner. Th£uik you, Mr. Chairman. 

1 had not planned to say anything, but I was listening with care 
to my colleagues, the gentleman from Florida and others. I come 
from a district in San Diego which has a high concentration of vet- 
erans. I've been talking to them for at least a year that I’ve been 
on this Committee. They see not only strengths, but problems and 
weaknesses, with the health care system. 

In the way I read the Fh'esident’s plan, and I’m not committed 
to it en toto, it seems that there's an opportunity there for the VA 
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system to be strengthened. The notion of competition, the notion of 
quality, and the notion of having to upgrade standards and facili- 
ties to compete for health care business, and looking at it as a com- 
petitive situation, seems to me to provide us with real opportuni- 
ties. 

I look at it so a glass half filled, instead of half empty. The Presi- 
dent has put a plan on the table that forces us to t hink about how 
we upgrade the VA system, and these hearings are an example of 
that. So, I see the President’s plan as an opportunity to move for- 
ward. I think it provides us with a real challenge to make this sys- 
tem a whole lot better, 

I look forward to working with you all to make that happen. 

Mr. Rowland, Thank you. 

The gentlelady from Indiana — no, the gentleman from Washing- 
ton. 

Very well. 

Mr. Rowland. The witnesses this morning, Dr. Elwood Headley 
is Acting Deputy Under Secretary for Health, and I’d ask Dr. 
Headley to introduce those who accompany him. Dr. Headley, will 
you introduce those persons who accompany you? 

STATEMENT OF ELWOOD J. HEADLEY, M.D., ACTING DEPUTY 
UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VETER- 
ANS AFFAIRS: ACCOMPANIED BY MARY LOU KEENER, GEN- 
ERAL COUNSEL; CHARLES A MILBRANDT, ACTING ASSOCI- 
ATE CHIEP MEDICAL DIRECTOR FOR RESOURCES; KAREN 
WALTERS, DEPUTY DIRECTOR FOR LEGISLATION AND POL- 
ICY, NATIONAL HEALTH CARE REFORM PROGRAM OFFICE; 
BOB NEARY, DEPUTY ASSOCIATE CMD FOR CONSTRUCTION 
MANAGEMENT; AND LINDA KURZ, DIRECTOR, PROJECT CO- 
ORDINATION AND BUDGET OFFICE 

STATEMENT OF ELWOOD J. HEADLEY. M.D. 

Dr. Headley. Yes, sir, thank you. 

Mr. Chairman, members of the Committee, thank you for the op- 
portunity to tell you about our vision of the new veterans' health 
care system and the planning now underway to make this vision 
a reality. 

With me today are Ms. Mary Lou Keener, VA General Counsel, 
Ms. Karen Walters, Director of Legislative and Poliew Review of our 
Health Care Reform Project Office, Mr. Charles Milbrandt, Associ- 
ate Chief Medical Director for Resource Management, Mr. Bob 
Neazy in Construction Pl anning , and Ms. Linda Kurz, in Construc- 
tion Planning. 

For the {jast 13 months, VA staff have been working closely with 
the Administration to define and preserve an independent health 
care system for veterans. It’s veterans care that we are interested 
in. For the first time, there would truly be choice open to all veter- 
ans and their dependents. The Health Security Act proposed by 
President Clinton is the only health reform bill we have seen which 
recognizes the unique health needs of veterans and the importance 
of preserving and strengthening the VA health system. As the de- 
bate in the Congress regarding health care reform continues, we 
strongly urge that the final legislation contain the provisions re- 
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garding veterans’ health care. They represent the best chance for 
a strong and independent VA health care system capable of provid- 
ing high quality services responsive to veterans’ special needs. 

VA health plans would guarantee the comprehensive benefits 
packages to all veterans and their families who enroll with VA. The 
fh'esident’s proposal would also enable meaningful eligibility re- 
form by allowing VA to provide full comprehensive health care to 
all veterans and their fanulies who elect a VA health plan. Mul- 
tiple new funding sources would enhance planning and operations 
for the VA health system. 

The Secretary of Veterans Affairs has recognized the crucial need 
for VA to address the changes needed to carry out its assigned role 
under the President’s health reform propos^. A Health Care Re- 
form Program Office was established last fall and was charged with 
developing an implementation plan for VA to make the transition 
to a competitive health care environment. Almost 200 of the VA’s 
most outstanding managers and health care professionals, as well 
as representatives of Veterans’ Service Organizations, worked in- 
tensively throughout the month of January to produce a blueprint 
for this transformation. 

An initial draft of this document was presented to the VA Health 
Reform Board, composed of the Deputy Secretary and other top VA 
ofiicials in early March. 

Mr. Chairman, because very few individuals in the Department 
have had an opjwrtunity to review and comment on this report, be- 
cause it is still in draft form and being changed, and because the 
Secretary has not yet seen it, we are unable to share the draft doc- 
ument with you at this time. However, 1 am prepared to discuss 
the general principles for VA health plan operations which have 
been proposed. 

Mr. Chairman, the work groups identified two key challenges 
that will be facing VA as a health plan provider. First, all levels 
of the organization must focus on customer service. We truly must 
change the corporate culture of the VA to develop, value, and re- 
ward behavior that puts veterans and their families first. To 
achieve a customer focus, we recognize that we must listen to our 
customers, tailor our programs to meet their needs, treat them 
with respect and compassion, and serve them with integrity and 
quality. The draft report recommends several strategies to system- 
atically change the VA corporate culture to focus on customer 
service. 

The other challenge facing VA under health care reform is the 
establishment of an integrated managed care delivery system. Mr. 
Chairman, in order for a VA health plan to be an attractive choice, 
primary care Eind routine hospital care must be conveniently lo- 
cated for veterans and their families. VA plans will directly provide 
veterans’ care in VA facilities and through a broad provider net- 
work which may include affiliated medical schools, comm\mity hos- 
pitals, community-based professional practice groups and individ- 
ual practitioners. Enrollees would have their choice of providers 
within the VA Plan network. VA Health Plans will have to be re- 
sponsive to the changing needs of enrollees and to the local market- 
place. 
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A key decision for VA plan managers will be “make or buy" — 
whether to provide the service by VA staff or to contract. The 
Health Security Act includes liberalized contractual authority for 
VA which will be necessary in setting up these provider networks. 
VA managers will need the flexibility and authority to make deci- 
sions to buy, lease, or contract for needed equipment and space to 
meet enrollee needs. 

H.R. 3600 would also provide VA with the authority to imple- 
ment alternative personnel systems for the management of VA 
health personnel. Our Human Resources work group recognized 
that the quality of our work force was of paramount impDrtance. 
Many of the recommendations stemming from Vice Resident 
Gore’s National Performance Review servra as starting points for 
our discussion. 

Organizational, administrative, financial mana^ment and infor- 
mation resource decision-making authority would be decentralized 
to the lowest level that is feasible. VA Plans would receive input 
from representatives of plan members, Veterans Service Organiza- 
tions, the academic and research communities, providers and VA 
facility managers. 

We believe the Secretary’s decision to establish Veterans Service 
Areas is an importeint first step, and that there will be a natural 
migration of VSAs to Veterans Health Plans. 

It has been proposed that each VA Health Plan will develop a de- 
tailed business plan, including a financial plan to guide operational 
decision making at all organizational levels. The business plan 
would also outline a strategic plan of action for the organization in- 
corporating specific information on marketing, demographics and 
investment strategies, and be the basis for justifying capital and 
infrastructure reauesta. Plans would be dynamic and would be 
changed periodically to remain responsive to veterans’ needs. Our 
next efforts will focus on developing business planning methodology 
for all of VHA to be initiated in fiscal year 1995. 

H.R. 3600 includes a Health Care investment Fund that will pro- 
vide $1 billion in fiscal year 1995, $.6 billion in 1996, and $1.7 bil- 
lion in Fiscal 1997 to VA. This investment fund is intended to help 
ensure the VA health care system competes effectively under 
health care reform. 

Mr. Chairman, we are presented with an excellent opportunity to 
reinvent the VA health system to improve service to the Nation’s 
veterans. Thus, VA is tal^g a comprehensive look at the way we 
currently deliver services and is developing a comprehensive plan 
of action that, we believe, will make VA health plans a competitive 
and preferred choice for millions of veterans and their families. 

Thank you. 

Mr. Rowland. Thank you ve^ much. 

[iThe prepared statement of Headley appears on p. 36.] 

Mr. Rowland. I would ask that all members limit their question- 
ing to five minutes, and then we’ll have a second or third round 
if we need to. and I will attempt to go fi*om one side of the aisle 
to the other. 

Dr. Headley, I want to commend you for the team work that you 
all have done here, and I realize that your plans may not be adopt- 
ed in their entirety by the Department, but if you could spend just 
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a few minutes with the Secretary highlighting the most important 
decision, what would you recommend? What would you tell him? 

Dr, Headley. I think that our most important decision, and our 
most important area, is on customer service orientation. TTvls is the 
thing that if we don’t get it right we will cease to exist. 

And, customer service orientation, in our view, is a lot more than 
just being nice to the people who come to our doors. It is a very 
complex issue that involves culture change, and we have worked 
with social anthropologists and consultants in change, in cultural 
change, and we realize that there are personnel initiatives that 
need to be addressed, that there are workplace issues that must be 
addressed, that there are clarifications of definitions of the services 
we offer and how we offer them that must be addressed as part of 
customer service orientation. 

So, my first recommendation to the Secretary would be to con- 
tinue to explore the changes that are necessary, the personnel, the 
informational, the workplace changes that are necessaiy for us to 
realign ourselves into a truly customer service oriented organiza- 
tion. 

My second recommendation to the Secretary would be that we 
proceed with plans already underway to decentralize responsibility 
and authority in terms of decision making, so that we have an or- 
ganization that can more quickly respond to local needs of veterans 
and local market conditions. 

And, we feel that the VSA proposal, which is currently before 
you, is a first step in that process to allow closer to care decision 
making. 

Mv third recommendation, and probably last recommendation, 
would be that the national formation systems necessary to run- 
ning an organization, the complexity and size of VA, wtuch must 
have local mformation, as well as national information, in order to 
function, would be that the informational systems necessary to de- 
liver health care and to do financial and construction and other 
planning be continued and given highest priority. 

In addition, I would recommend that the culture change process, 
the transition process, be started immediately, which would allow 
VA to continue working on the initiatives that we have identified 
and are recommending to the Secretary, recognizing that culture 
change is not something that occurs by delivering a static plan to 
an organization, but it is something that the organization itself 
must engage in full time over a long period of time to have the 
changes occur that need to occur. 

Mr. Rowland. Do you have any specific recommendations as to 
the kind of changes that must b« made to achieve the customer 
service orientation that you have described? 

Dr. Headley. Yes. We must, as I said, the customer service ori- 
entation is a very complex issue. Just defining what needs to be 
done in terms of customer service orientation, while important, is 
not the only part of a change to customer service orientation. A 
change to customer service orientation basically requires a cultural 
change in an organization, and a cultural change in an organiza- 
tion is a ve^ complex process. 

The specific things that we would recommend are defining stana- 
ards of customer service orientation, and these are relatively easy 
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to do, and are done by most large organizations. The second is to 
educate all employees in the customer service standards, so that 
they are aware of them. The third is a necessity for having a meth- 
od of incentives for employees to change their behavior to become 
truly customer service oriented, and ways to deal with employees 
who are unable to make these changes. And, finally, a m^or thing 
that is necessary for a change in customer service orientation is 
having the tools and the equipment available to employees to do 
their jobs, having the information available in a timely manner 
that is necessary for them to deliver care and make the decisions 
they have to do. 

So, these are some of the specifics that would be required in ap- 
proaching culture change to customer service orientation. 

Mr. Rowland. Thank you. Mr. Smith. 

Mr. Smith. Th ank you very much, Mr. Chairman, and welcome, 
Dr. Headley, and your staff, to this very important hearing. 

There are a couple of questions I’d like to ask. Dr. Headley, you 
mentioned in your testimony that the Clinton Health Security Act 
is the only health reform bill we have seen which recognizes the 
unique health needs of veterans. Since the Clinton health plan does 
not specifically provide for spinal cord rehabilitation, blind rehab, 
comprehensive long-term care and certain prosthetics, could you 
explain to the Committee what unique healtn care needs of veter- 
ans, especially these veterans, are ^ing to be met by the Clinton 
plan? 

Dr. Headley. Yes. Under the Clinton plan, we would be allowed 
to function as a system of health care, and we are focusing on vet- 
eran health care and veterans’ needs. 

There are certain programs and certain needs which we feel de- 
fine VA, and which make VA an important system to continue to 
preserve, and these, indeed, are the programs that you have out- 
lined, spinal cord injury, blind rehab, rehab, chronic mental illness, 
long-term care, homeless programs, ^SD, ^ cetera. 

We would continue to provide these, ^nded by appropriations 
and nationally directed, so that they would be protected. These 
would define a core of VA services. TTiey would be provided under 
current eligibiliW and as supplemental benefits. 

Mr. Smith. What is the current average length of stay for inpa- 
tient admission for post-traumatic stress disorder? And, if ^ou 
could tell us, what is the length of stay authorized for this diag- 
nosis in the Clinton health plan? 

Dr. Headley. I don’t believe it is specifically mentioned in the 
Clinton health plan, but that level of detail is p lanning that we are 
engaging in in VA. 

Mr. Smith. Do you see any prospect that there might be a loss 
of treatment for those suffering from this mental affliction, and is 
it your testimony as well in those other areas, those core areas that 
you mentioned, that there will be concrete assurances that there 
will not be any diminution of those services as well? 

Dr. Headley. We will continue to request that we be allowed to 
provide those services nationally, centrally directed and funded by 
appropriation. 

Mr. Smith. In speaking about the basic benefits package, and 
this. I’m sure, will be a very contentious issue in the spring and 
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into the summer, what is the VA's position on inclusion of abortion 
on demand as part of that basic benefits package? 

Dr. Headley. We have no real position on abortion by demand, 
other than the fact that we will be providing the comprehensive 
benefits package, and whatever is defined in the comprehensive 
benefits package we would be required to provide. 

Mr. Smith. Let me ask you Mout the prescription drug benefit 
contained in the Clinton health plan. How does that compare with 
what is currently provided by the VA? 

Dr. Headley. Let me ask Karen. Karen, can you comment on 
that? 

Ms. Walters. It’s comparable, and the VA, in addition, would 
continue to furnish medical supplies to veterans under current eli* 
gibility. 

The Clinton plan expands benefits for durable medical equipment 
and for prosthetics to veterans who are not currently eligible for 
those services under current eligibility. 

Mr. Smith. When you say comparable, does that mean it's less 
than, equal to, greater than? Can we get some detail? 

Ms. Walters. Prescription drugs are a covered benefit under the 
conmrehensive benefits package, so they are included. 

Mr. Smith. But, for how many days? 

Ms. Walters. There is no limit on prescription drugs that I'm 
aware of. 

Mr. Smith. Okay, Anybody else want to comment on that? 

Just let me say finally, because my time will be out momentarily, 
that we would like to t^e a look at the Initial draft of the docu- 
ment, the Health Care Reform Program, or at least information 
from the working groups that led to this recommendation Uiat's 
being made to the Secretary. As vou know, this is a process and 
we are not talking about the Manhattan Project. Is there any rea- 
son that you can think of why that information cannot be shared 
in a completely transparent and open way with members of this 
Committee, both sides of the aisle, so that we can be partners in 
this effort, rather than waiting for some finished product to come 
forward? 

1 mean, there isn't that much time left in the 103rd Congress. 
The sooner we get the heads up with detail, rather than general 
principles, the more effective we will be, I t hink , on both sides of 
the aisles in responding appropriately to veterans' needs and 
reform. 

Dr. Headley. Right. I think it is our goal to get it to you as 
quickly as possible. The planning that was done has been done, in- 
deed, there are, perhaps, some aspects of the plan that as we cur- 
rently have presented it that are not things that we will be looking 
to present. And, we would rather just get these things taken care 
of internally. 

The plan is not completed, it is still a draft document, it’s work- 
ing papers at this point in time, and we would just like to have a 
little bit of review. It has had no internal review. 

Mr. Smith. With all due respect, it would be helpful to make us 
partners. Agsiin, there's nothing secret about this, nor should there 
be, it ought to be a completely above-board process. And, again, we 
are cell mates. We care about the veterans as much as you do, and 
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we want to be a part of it. When do you think we'U get at least 
some kind of document? 

Dr. Headley. I would hope in the very near future, within a 
month or two. 

Mr. Smith. Within a month? 

Dr. Headley. Or two, I would hope. We will get it aa quickly as 
possible. 

Mr. Rowland. Dr. Kreidler. 

OPENING STATEMENT OF HON. MICHAEL KREIDLER 

Dr. Kreidler. T hank you, Mr. Chairman. 

You know, veterans in my district have some real concerns, if we 
don’t do anj^hing, what’s going to con^ue to be the case for veter- 
ans. It hasn't happened in the last year, it’s been happening for 
years, that they’ve had a feeling that staffing levels, and wait 
times, and a number of concerns like that have gotten worse, not 
better, over time, and that if we do nothing at this point they've 
got a real problem. 

I hear so many veterans in my district who say that the 
reason they are at the VA is because they don’t have health care 
anyplace else. And, if they had health insurance someplace else, 
they wouldn’t be at the VA system. It’s not necessarily because 
they don’t like the service they are getting there, it’s just because 
that’s the only thing that’s available to them, and even if it isn’t 
convenient to them because of geography, or other reasons, they 
are going to the VA system because that's the only thing the3^ve 
got for them. 

You know, with health care costs staggering government right 
now, the VA system certainly hasn’t been immune from that expe- 
rience, anymore than anyplace else in our society. Any of the gov- 
ernment health care programs right now have certainly been fall- 
ing back as they’ve increased the budget, but it never stayed up 
with what was being dictated by the inflationary cost of health 
care, and the VA system has been a part of that same experience, 
as I’ve witnessed it. 

And, you know, it's interesting to me that some of the detractors 
about the reform are the same individuals who would vote for 
broad cuts in the budget spending that have no shielding at all for 
the VA system, that would have meant that you would have wound 
up diminishing the level of care that you have in the VA system 
that much more and left those same veterans out there that are 
looking for health care right now to the VA system because they 
have no other alternatives in many cases, and they look and see 
what they had there being that much more diminished because you 
had so much less in the way of resources. 

I think the veterans in my district are going to want to know 
what they are going to have with the VA system if we don't reform 
health care, as much as they do as about the concerns that they 
have as health care reform goes forward. 

In my state, for example, we are at the cutting edge of what 
states are doing right now. In fact, our state is effectively saying, 
federal government, either help us in this process or get out of our 
way. And, they are at the forefront, they have already passed a 
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health care reform package that almoet mirrors the one that's beeu 
put forward by the President. 

I’m wondering right now how you feel, how quickly you need to 
move in order not to be left out of that process, because I can tell 
you, if the State of Washington, for example, moves forward with 
its employer mandate, and its alliances that give people purchasing 
cooperatives that theVve been looking for a long time, it’s going to 
be difficult for the VA system if they are left out there trying to 
compete. 

A\^at percentage do you think you are going to wind up losing 
in a state like Washington of people who access the VA system, and 
how are you going to be able to play catch up if you are not allowed 
to get in the front door as health care reform umolds in a state like 
Washington? 

Dr. HEADLEY. Well, this raises the issue of our participation in 
states that are undergoing health care reform in advance of na- 
tional health care reform. In the State of Washington, I believe 
that we are projecting we could lose 14, 15 percent of the veterans 
who currently utilize VA, if we are not allowed to participate in 
some of the changes occurring in the state. 

We have a bill that is going forward requesting the ability to par- 
ticipate in up to five states in health care reform in advance of na- 
tional health care reform, and basically asking for the ability to do 
some of the things that the states are doing very much like the 
things that we would see under health care reform, under national 
health care reform, the ability to engage in contracting in order to 
set up primary care or continuum of care networks that would look 
like the private — the care that is available in other health plans. 

And, eligibility reform in those states, or the ability once we have 
an individual enrolled with a VA plan, to deliver the comprehen- 
sive benefits package as defined in that state. And, we are very 
hopeful that our ability to engage in these pilots will quickly be 
passed. 

We do have grave concerns if we don't have this ability. 

Dr. Kaeidler. I would put forward that I think that 14 to 15 per- 
cent is grossly underestimating that would look elsewhere. This is 
assuming that you would look at a VA system that continued to be 
underfunded and wasn't allowed to offer competitive services. I 
think that the veterans that I see that are accessing that care are 
traveling very long distances in many cases, because it's the only 
health care available to them. Could you find it ran considerably 
deeper than 14 to 15 percent? 

Dr. Headley. WeVe recently done, and I would agree, that figure 
comes from the eligibility data for participation in health plans in 
various states, we recently did a national market survey as part of 
our health care reform effort. We looked at current users, Former 
users and never users of the VA system. 

Of the current users, about 25 percent indicated they would leave 
if they had other options. Of the former users, however, about 67 
percent indicated toey would use VA again. And, of the never 
users, interestingly, I believe the number was 27 percent indicated 
that toey would be interested in using VA if they could. 

I think this gives us a very import^t message. Number one, we 
have problems in our system that we need to fix, and we know 
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that. Number two, that if we can fix these there is interest on the 
^art of former users and people who have never used VA of using 

Mr. Rowland. The gentleman’s time has expired. 

Dr. KreidlER. ThaiA you, Mr. Chairman. 

Mr. Rowland. We'll come back for another round of questioning. 
Mr. Stump. 

Mr. Stump. Thank you, Mr. Chairman. 

Doctor, would VA employees, to be eligible for health care, help 
the VA change to a more customer-driven system? 

Dr. Headley. Would VA employees being allowed to use the sys- 
tem? That is a possibility. 1 haven't really thought that through. It 
is a possibility that that would, indeed — currently, we don’t intend 
to oner services to VA emplo 3 'ees, but only to veterans and their 
dependents. 

Mr. Stump. Let me ask Mr. Milbrandt a couple questions. The 
Phoenix and Prescott, Arizona VA Medical Centers both have Am- 
bulatory Care Deficiencies that are conservatively estimated to be 
well alMve 60 percent. Do any of the ambulatory care projects in 
the VA’s investment list address deficiencies greater than 60 per- 
cent with annual workloads above Phoenix’s 220,000 ambulatory 
visits per year? 

Mr. Milbrandt. They do address projects that have workload 
greater than, or space deficiencies mater than 60 percent, but I 
don’t believe that any of them address projects with workload 
greater than 220,000 out-patient visits. 

Mr. Stump. Other than Florida, are any of these projects in 
states with the veteran population growing as fast as Arizona? 

Mr. Milbrandt. Other man Florida, no, I don’t believe so. 

Mr. Stump. Mr. Milbrandt, I must honestly tell you that I believe 
a lack of any effort to account for what is called “stress demand’’ 
in construction planning, especially in the Sunbelt, renders the 
VA’s methodology and conclusions about priorities invalid. 

When VA ap^ies historical workloads on the future population 
projections to an estimated future demand, without accounting for 
the length of the line at the front door waiting to get into that facil- 
ity, in the Sunbelt, you simply perpetuate growing deficiencies. 
Why does VA continue denying the need to measure the in line at 
the front door when planning for prioritizing future construction? 

Mr. Milbrandt. Well, the vA does use the prioritization meth- 
odology, and as a part of the prioritization methodology there is a 
forecast for veteran growth and need. And, what that translates to 
is a higher priority score when you run the formula. 

Mr. Stump. But, that priority doesn’t take into consideration 
those that are not able to get into those facilities, does it? 

Mr. Milbrandt. No, it wouldn’t. 

Mr. Stump. Well, the fact that we are so high on the list as far 
as the people that can’t get in there, shouldn’t that be taken into 
consideration? 

Mr. Milbrandt. Yes. VA recognizes the need for a project at the 
Phoenix facility. 

As you know, when we established the current list for ambula- 
tory care projects, we asked medical centers in this last round to 
refocus on longstanding current deficiencies in ambulatory care. 
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Phoenix was one of those projects that we looked at. It was a very 
iarse project. We asked the medical center to rescope their project 
ana submit it. 

It wasn't rescoped timely enough to be included in the 1995 sub- 
mission. 

Mr. Stump. It was not? 

Mr. MlLBRAJiDT. It was not. 

And, even if we receive funds for 1995, the project really isn’t 
ready to be included in it. It wasn’t really ready to be included in 
the 1995 budget. 

Mr. Stump. Thank you. 

Let me commend you, by the way, for your responsiveness to my 
staff, and working with our Committee staff here. We appreciate it 
very much and look forward to working with you in the niture. 

Mr. Milbrandt. Thank you, 

Mr, Stump, Thank you, Mr. Chairman. 

Mr. Rowland. Thank you. Mr. Bilirakis. 

Mr. Bilirakis. Thank you, Mr. Chairman. 

Doctor and other members of the panel, I believe Mr. Filner may 
have said it, and I've said it many times, that the fact that the 
President has brought a national health care plan out and put it 
on the table that tnere’s an awfiil lot of good byproducts coming 
from that. And, you know, one of them could be this — you talked 
about the two challenges, one of them being the focusing on cus- 
tomer service. Doctor, well, that’s Rne, and if the Clinton health 
care plan were to be the plan, or if it were to be another vehicle, 
it forces us to meet that challenge. But, it seems to me that’s a 
challenge we've always had. I mean, wjfiy haven’t we always fo- 
cused on customer care? We know quite often that many of our em- 
ployees in our veterans hospitals almost look at a veteran as maybe 
a welfare type of a thing, and make them feel very de^aded. 

So, I just sort of wonder why it’s taken so long to locus on these 
types of issue? I'm pleased that it's taken something like this to 
make us focus on what I think should be routine things. Do you 
have any comment on that? 

Dr. Headley. Yes. I think that the answer is unfortunately com- 
petition. I think that as long as VA had, if you will, a monopoly 
on veterans care, there was a tendency for it to become somewhat 
bureaucratic in delivery this care. 

That’s not to say that there have not been very significant efforts 
through the years to improve customer service orientation in VA; 
there have been. But, it seems that, perhaps, the drive was not 
strong enough to fully carry the day, and we are aware that we 
have difficulties with customer service orientation. And, we view 
this as our number one priority and the number one thing that 
must be corrected, because under a universal access methodology 
of health care delivery, if we can’t compete, if we can’t deliver serv- 
ices in a timely manner, in a way that people want, they will go 
elsewhere. 

Mr. Bilirakis. Yes. Well, I would hope that — I know that you've 
given many, many good years of service to our veterans over the 
years, and I believe soon you are going to become the administrator 
of a hospital? 

Dr. Headley. Chief of Staff at Boston. 
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Mr. Bilirakis. Chief of Staff of a hospital. 

Dr. Headley. Right. 

Mr. Bilirakis. So, I would hope regardless of what happens with 
universal coverage, the Clinton plan, or whatever the plan is, you 
still consider that as a top challenge in the new hospital you are 
planning to go to. I’d like to feel that will be the case. 

Doctor, obviously, this competition angle is something that con- 
cerns me and concerns all of ua, and I was very pleased to see Mr. 
Kreidler comment on that too. 

One of the things that really concerns me about the plan is the 
VA's uniqueness. I don’t have to tell you how much uniqueness 
there is in the VA medical care system, care that much of ^e pri- 
vate sector is just not trained or equipped to be able to furnish. 
And, we going to have these alliances out there, and I don't 
know what's going to happen to the alliances, whether they will 
still remain in the picture or whether their roles will change. But 
they are going to basically determine the benefits packages for the 
Veterans Administration. 

And, you know, it worries me, it scares me, are these people 
going to be qualified to determine how much emphasis should be 
placed on SCI, for instance, and prosthetics, and things of this na- 
ture? That’s a great big concern on my part. 

We’ve got to look at the real world here. I realize your job, and 
the job of the people on the panel, is to cany the ball for the Ad- 
ministration. 'That’s part of your job. But, you also are a doctor. 
You’ve also been in this system for many, many years. I know you 
are concerned about all of these things. Any comments regarding 
that? 

Dr. Headley. Well, we, indeed, are focusing on veterans’ health 
care, and that is what we have been focusing on. We are focusing 
on what it is that makes our system unique. 

Mr. Bilirakis. Well, but, sir, forgive me, I’m talking about the 
future, and I’m talking about a boaH up there of people who prob- 
ably would not have a Doctor Headley on that board determining 
the benefit package for the veterans. 

Dr. Headley. You know, I really can’t speak to that hypothetical 
case. As I mentioned earlier, we are hoping — we are planning to in- 
clude in our supplemental benefits the very programs that you 
have mentioned. These would continue as benefits for veterans, 
and I think would not be controlled by a national health board. 

Mr. Bilirakis. Well, you think, but there’s a concern. I know the 
PVA last week came in here and testified, and they were very 
much concerned about the lack of prosthetics and things of that na- 
ture in the President’s plan. 

And, we’re talking about adding it in as supplementary benefits, 
and we think the National Board is going to follow through in that 
regard. Right now we know that we are not perfect, and we know 
we are underfunded. But we also know that SCI and prostheticB 
are not included. 

So, we don’t want to be obstructionists up here, but we’re con- 
cerned about these things. 

Mr. Rowland. The gentleman's time is up. 



Dr. Headley. I would agree that these are programs that we 
need in VA to give our highest priority, and we need to ensure that 
they continue. 

Mr. Rowland. The gentleman's time has expired. Well come 
back for another round. Mr. Buyer. 

Mr. Buyer. Thank you, Mr. Chairman. 

People like to use the phrase ‘Yiational health care reform." 
That’s the big warm and fuzzy, and it sounds good because it 
shows you’ve got compassion and sincerity and nobody wants to 
feel as though they don’t have that. We ought to call President 
Clinton’s plan what it is, though, and it’s call^ government control 
of health care, but nobody wants to say that. If we call it national 
health care reform, it sounds good. 

Mr. Bilirakis, I’m going to pick up where you left off, because you 
had a very good line of questioning. I think we can use Canada as 
a very, very good example. If I may, Mr. Chairman, in 1944 the Ca- 
nadian Department of Veterans Affaire, DVA, was created. It as- 
sumed the responsibilities of the Department of Pensions and Na- 
tional Health, including veterans’ health care, welfare and other 
benehts. 

Veteran patient workload peaked in 1947. By 1948, the DVA 
began to hll empty beds by expanding their treatment program and 
admitting additional veterans and other groups for which the gov- 
ernment had responsibility. 

In 1953, an increase in chronic diseases, elective surgery and de- 
crease in acute treatment levels resulted in difficulties in recruiting 
and retaining medical staff. 

In order to counter these trends, the DVA decided to treat any 
veteran who was willing to pay for treatment. In making this deci- 
sion, the DVA argued that it could acquire the case mix necessary 
to attract doctors, support staff necessary to maintain that system. 

In 1957, the Canaman Hospital Insurance and Diagnostic Service 
Act was passed. This Act initiated the concept of universal hospital 
and dia^ostic coverage for all Canadians. This program signifi- 
cantly Reeled the workload of the DVA, since given a choice of 
hospitals many veterans opted for alternatives to the DVA system. 

By the early 1960 b, it became apparent that the need to care for 
wounded veterans had significantly decreased. With the diminish- 
ing need came the increased problem of recruiting new health care 
professionals to practice ‘Veterans roedicine." At the same time, the 
cost of operating DVA facilities was increasing. This caused a fun- 
damental change in the way the DVA delivered health care. 

In 1960, the Royal Commission of Government Organization rec- 
ommended that the government build no additional veterans hos- 
pitals, and that the treatment of veterans be transferred to commu- 
nity hospitals. Veterans with major, chronic and domiciliary pen- 
sionable disabilities would remain federal responsibilities, while 
other veterans would transfer to community hospitals. DVA hos- 
pitals, when empty, would then be sold and converted to commu- 
nity hospitals. 

Even though the new system gave veterans priority access to 
hospital beds, Canadian veterans believed the government had 
abandoned its responsibility for those who had k^en wounded at 
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time of war, and at the very least it abolished a separate health 
care system for veterans. 

In 1966, the Medical Care Act was passed, pving Canadians, in- 
cluding veterans, universal health care coverage. Since all veterans 
were covered, they began seeking care outside the DVA system. 
The DVA’b role was rrauced to managing depmimental programs, 
specifically designed activities to meet specialized needs of veter- 
ans, very similar to the ones that you, perhaps, just spoke about 
as core needs of veterans in America. 

By 1991, the DVA had transferred 13 institutions to provinces 
and communities, and today only administer three long-term care 
facilities nationwide. 

That scenario is what we do not want to have happen in Amer- 
ica. So long as I remain on this Committee, and a Member of Con- 
gress, I wiU not allow the VA system to fade away. 

So, if we begin down the path of universal coverage that is why 
many of us have that concern. Whether you get in the front door, 
you come in the back door, or you come in late, it’s still that path. 

Now, here is where Mr. Bilirakis was asking the questions about 
the National Health Care Board, because we are talking about 
independence. The VA will come under the iurisdiction of the seven 
member National Health Care Board, will they not? 

Dr. Headley. Yes. 

Mr. Buyer. The basic benefits package, the utilization rates, and 
how diseases are treated also comes under the jurisdiction of the 
National Health Care Board, does it not? 

Dr. Headley. We would be under the National Health Board, it’s 
my understanding, unless tliat contradicted aireadv existing fed- 
eral law. We have been promised that current elimbility would be 
preserved, and we shau'e the concerns that you addressed in your 
reprise of the Canadian system’s unfortunate demise of veterans’ 
health care. 

And, we have held this story in front of us throughout our plan- 
ning efrorts, zmd we agree with vou that it has been our goal to 
see that this doesn’t happen to VA. We think that VA must be pre- 
served in order to continue to focus on those special aspects of care 
that have never been done well by the private sector, for whatever 
reason. 

Mr. Buyer. We were talking about the basic benefits package. In 
the Health Security Act it says, “Not later than one year after the 
date of the enactment of this Act, the National Health Board shall 
establish and oversee a performance-baaed program of quality man- 
agement and improvement designed to enhance qumity, appro- 
priateness, effectiveness, health care service to access such serv- 
ices." So, ^ey are going to have a 7 Member board, then they are 
going to have anomer 15 panel board appointed by the President 
that will set out quality assurance and those types of issues, as 
well as set utilization guidelines, not only in the private sector for 
the basic benefits package, for which a doctor must follow or 
doesn’t get paid, but also in the VA. If that’s the control we are 
having in the private sector, that will also be in the VA, will it not? 

Dr. Headley. We will be responsive, yes. 

Mr. Rowland. We’ll come back. The gentleman's time has ex- 
pired. We’ll come back. 
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Mr. Buyer. All right. The answer was yes? 

Dr. Headley. Yes. 

Mr. Buyer. Thank you. 

Mr. Rowland. You mentioned, in response to Dr. Kreidler just 
a few moments ago, the National Market Survey. Would you sub- 
mit that for the record, so that we can have that? 

(See p. 40.) 

Dr. Headley. Certainly. 

Mr. Rowland. Let me point out some of the problems that I have 
with the President’s plan as well, and how it may aifect the VA. 

I had the opportunity yesterday to meet with, speak to, and lis- 
ten to people irom the Academic Health Centers around the coun- 
try; people who are presidents of medical schools, and several of 
those were presidents of medical schools that are affiliated with the 
VA, about 101 or 102 of those. 

T^ey expressed concern about loss of patients under the Presi- 
dent’s plan. They talked about the loss of funds as well under the 
President’s plan. A lot of the funds come from pharmaceutical com- 
panies for research, and I’m getting at this from the standpoint of 
now those hospitals that are dilated may be affected. 

The president of one medical school that was affiliated with a 
hospital talked about having to work in cooperation with the veter- 
ans hospital and not competitive. We talk about being competitive, 
how they are roing to have to work with the hospitals. 

So, I’m really concerned that there would be a decrease in pa- 
tient load, a decrease — based on what thev said — a decrease in pa- 
tient load, decrease in funds, and how that may adversely affect 
those affiliated hospitals. 

I guess in looking at what you are doing in restructuring that 
whatever you do must be able to fit into whatever actually takes 
place insofar as health care reform is concerned. Do you have any 
fears relative to what I have just mentioned? 

Dr. Headley. We certainly share your concerns, but we view this 
as an opportunity for ^ater collaborative functioning between our 
affiliated hospital medical centers and our VA medical centers. 

We, as you know, have 120 VA medical centers that are affiliated 
with 102 of the 126 medical schools in this countiy. We included 
members from our affiliated institutions in our planning efforts, 
and they were a part of our planning efforts. 

We look at this as an opportunity to collaborate with them in de- 
veloping mutually beneficial programs and in changing the nature 
of health education to produce more generalists as we go forward. 

I think that we haven't gotten as far with the planning with our 
affiliates as we need to, but there are several very innovative affili- 
ation proposals that are coming up around the system. 

Denver, for instance, has developed a proposal assuming health 
care reform and assuming VA's greater flexibility in forming con- 
tractual relationships with other organizations. The University Col- 
orado Medical School, and their University Hospital, and the VA 
medical center in Denver have a proposal that would allow them 
to integrate some of their diamostic capabilities, their radiology, 
their laboratories, that would allow them to integrate some of their 
support services, such as their food services, and that would have 
them going out with a unified VA university health plan that 
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would have a primary care network around the state, and would 
refer patients back to the university and to the VA medical center. 

I thunk that we will see a lot more proposals of this nature, very 
collaborative proposals from our university affiliates and our medi- 
cal centers as we get into health care reform more fully. 

Mr. Rowland. You mentioned just a little bit ago what you were 
proposing, which is very similar to our legislation, for some projects 
in states, to see how well they would work. 

Dr. Headley. Kght. 

Mr. Rowland. Cw you tell me the status of that proposal that 
you have right now, and do you have any kind of time line for 
action? 

Dr. Headley. Yes. Ms. Keener, could you comment on the status 
of that proposal at this point in time? Has it come, the states pro- 
posal? 

Ms. Keener. We have a bill that has gone to the Speaker that 
we anticipate will be introduced. We understand there are many 
similarities in otir bill with the bill that has been introduced here 
regarding state projects, and we’re hoping that we’ll be able to get 
the authority we need to move ahead in these states as quickly as 
possible. 

Mr. Rowland. Who would introduce that bill? 

Ms. Keener. At this time, I don’t know Mr. Chairman. 

Mr. Rowland. Okay, thank you. Mr. Smith. 

Mr. Smith, '^h^lnk you, Mr. Chairman. 

Dr. Headley, if the VA continues to care for its current popu- 
lation of veterans, how many more primary care providers will the 
VA need to hire in order to snift to primary care? 

And, before you answer, I met with approximately two dozen 
physicians in my district, and some from outside the district. Some 
were specialists, some were primary care providers, and the issue 
of quality and the loss of quality envisioned by, in their view, the 
Clinton plan as it relates to the number of specialists, cutting in 
half the number of specialists, is a real concern. They felt that this 
would lead to a real loss of quality, because, you know, the primary 
care provider goes so far, and then he says its above my pay grade, 
or I haven’t specialized in that, then for the good of my patient he 
or she is being referred to this specialist. And, they see that that 
trend line could be a disaster for quality of health care in this na- 
tion, and they are unanimous in their view on this. And, these are 
the front-line people who are actually providing care. 

I am so to^Uy concerned, as are my colleagues on both sides, 
about those specialized core services that are provided and that if 
we rely on appropriations in looking to the future, I think Warren 
Rudman and Paul Tsongas are right, we are looking at a sink hole 
in terms of available discretionary funding into the future and 
funding in general. You know, there may be a blip right now in 
terms of the deficit seemingly being mitigated, but it very quickly 
spirals upwards and any major catastrophe, floods or whatever, 
could quickly put even the projections that are somewhat rosy for 
1995 at peril. 

So, we would be spending money we don’t have, and in the future 
Congress can't be bound for sure by what we do now, you know, 
under the guise of crisis they could very quickly say that this blind 



22 


rehab, this spinal cord iiyury money is no longer available to the 
extent that it could have been had we changed the plan now. 

If you could tell the Committee how many primary care physi- 
cians, say, over the next five years, will have to be hired, and how 
that comports with the FTE reductions of 25,000 envisioned by Mr. 
Clinton over five years? You know, we are saying we’re probably 
going to need more to service this expanding VA network, while at 
ue same time we are cutting staff. 

And what is the price tag of those core services right now for spi- 
nal cord injury, for blind rehab, those that are just absolutely con- 
nected to the service-connected disabled veteran? Of the medical 
care budget for fiscal year 1995, for example, what’s the cost and 
percentage? 

Dr. HEyOJLEY. Okay. Taking your first question first, the number 
of primary care providers that we would need to hire, and the pre- 
sumption that we would be doing away with our tertiary care capa- 
bilities, and I think that is a misperception. 

We currently exist mainly as a tertiary care referral system. We 
have grown up that way, and we have concentrated on inpatient, 
more complex care. We still need that. 

We do not propose to do away with that. We, perhaps, in some 
areas, have more tertiary care capability ffian we truly need, and 
this will be adjusted on tne basis of demand and quality. 

What we need the ability to do, though, is to plan for the pri- 
mary care needs of the veterans for whom we care. The number of 
primary care providers that we need to hire may be none. We may, 
indeed, find it more cost effective and of better quality to contract 
for primary care provision, and these should be market-driven deci- 
sions made locally by health pleuis, by VA health plans, as they de- 
velop their business plans, they look at their local market, and they 
see which things would be better to buy and which things would 
be better to own. 

And, at this point in time, it's impossible to sav how many pri- 
mary care providers we would need to hire. Thars quite variable. 

In terms of the special services that we provide for veterans and 
the percentage of our current budget that mat encompasses, I don’t 
have that figure at the top of my head, and I will have to submit 
that in writing, if you would permit. 

Mr. Smith. That would be very helpful, because then we would 
know what the price tag of those core benefits entails as we move 
through this, because I remain concerned that the pressures will 
be to crowd out those core services that are absolutely essential, 
and it will be done incrementally not overnight. 

(Subsequently, the Department of Veterans Affairs provided the 
following information;) 

The fiscal year 1995 budget provides workload and cost estimates for categories 
of care and ia not patient spedfic. The current VA accounting systems accumulate 
coats by facility witn distributions at the macro-level as to the Cy^ of care provided 
(such as hospital bed section, outpatient and long-term care). 

The typical veteran patient receiving VA care is receiving both those services 
which would be covered under a Basic Benefit package as well as services which 
would be over and above such package. At this time, we are unable to track the 
costs of a specific patient and, tnerefore, cannot accurately determine which of the 
costs B veteran incurs fits into a basic benefit package. VllA ia currently developing 
a patient specific costing system, Decision Support ^^tem (D^l. This system, 
working with VHA's DHcP system, will provide the ability to determine and track 
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the cOBts aesocieted with each episode of care for each patient. This data is expected 
to allow the VA to budget and plan for resources broken into the Basic Benefit pack- 
age under he^th care reform as well as those additional services provided to serv- 
ice-connected and other entitled veteran patients. 

Mr. Rowland. The gentleman’s time has expired. Well come 
back again. Mr. Stump. 

Mr. Stump. Thank tou, Mr. Chairman. 

Doctor, I'd like to follow up on what Mr. BUirakis was saying a 
while ago. I believe you said that VA hospitals can compete. It’s a 
well-known fact that we’re over a billion dollars behind in purchas- 
ing new equipment, and with the deficiencies we have in many of 
our hospitals, at leeist throughout the Sunbelt, how in the world 
can we compete with the modem specialty hospitals under those 
conditions? 

Or. Headley. I don’t believe I said that we could compete as we 
are now. I said that we are asking for the ability to be able to posi- 
tion ourselves to compete, to have some of the restrictions on our 
contracting abilities released, to have our eligibility simplified, to 
have the infusion of funds from the investment fund made avail- 
able so that we can begin to address some of our deficiencies that 
will allow us to compete. We also have to have a culture change 
that will allow us to develop a customer service orientation that 
will allow us to compete. 

We have a tremendous amount of work ahead of us if we are to 
compete. I don't mean to convey the impression that 1 think we can 
conmete as we exist at this moment in time. 

Mr. Stump. Well, competition implies a winner and a loser. What 
happens if we lose? Are we going to go the way that Canada, and 
Australia, and New Zealand, West Germany, Finland have gone 
then? 

Dr. Headley. I think that we use competition as we speak in 
health care reform to mean several things. I do think that it can 
mean a winner and a loser. When we speak of competition, what 
we generally mean is to develop our system and to change our ori- 
entation of care delivery to those that would make us atteactive to 
veterans who want to use our services so that they would select our 
services and would make us responsive to the needs as they indi- 
cate them. 

Mr. Stump. To your knowledge, has a VA system survived in any 
of the countries &at have adopted a so-called “nationwide health 
reform” of some sort? 

Dr. Headley. I'm not aware. 

Mr. Stump. Thank you, Mr. Chairman. 

Mr. Smith. Will the gentleman yield? 

Mr. Stump. Yes, certainly. 

Mr. Smith. I think that’s an appropriate question and, perhaps, 
a survey of other nations would Im more than helpful. I mean, if 
this has been tried before, we might learn from their mistakes, as 
well as their successes. 

Mr. Rowland. Mr. Bilirakis. 

Mr. Bilirakis. Thank you, Mr. Chairman. 

Doctor, I am a veteran, four years active duty in the early 1950s, 
and I always consider myself a grassroots guy, and still, before I 
came to Congress and immediately asked to be on this Committee, 
which makes this my 12th year, I had no idea that veterans so 
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very zealously protected and wanted to protect their separate 
he^th care system. 

And, by gosh, I've learned a lot of things in 12 years up here, 
but that’s one right at the top of the list. 

Now, the Clinton plan is only one, I guess, that refers to the 
veterans, and brings veterans into it. None of the other plans do. 
And, I just wonder, you know, if we’re using veterans’ health care 
as a political football. We look like we are saying that we are con- 
cerned about it surviving, and it makes us look like we’re against 
the plan, we are obstructionists. Many people on the other side of 
the aisle, not all, but many people on the other side of the aisle 
say, well so, they look at glass as being half full rather than 

half empty. Mr. Stump asked you about this competition idea, and 
what if we lose and that sort of thing. 

So, it's something that I hope you will carry forward. Were you 
involved personally with this 500 member, or whatever the total 
was, task force that was gathered together by the First Lady to de- 
termine the National He^dth Care Plan? 

Dr. Headley. Yes, I was, 

Mr. Bilirakis. You were personally involved? 

Dr. Headley. Yes. 

Mr. Bilirakis. Well, I’m glad to hear that. I would feel a lot bet- 
ter if I knew that someone like you would be on this National 
Health Board to help determine what the eligibUity would be, and 
what the basic benefits package would be. 

But, last year we were told that VA would begin to shift re- 
sources over to ambulatory care so that the Department could be- 
come competitive in national health reform. However, the Clinton 
budget reduces major medical construction by 46 percent, and of 
the few medical projects that were funded, as I understand it, three 
add to VA’s inpatient bed capacity, the remaining two add research 
projects at two sites that were never even on VA’s five year facility 
development plan. I wouldn’t be too surprised to find out that those 
two sites happen to be very political and in somebody important’s 
district. 

The President’s budget includes eight ambulatory care projects, 
but basically says, those will take place only if the Clinton Health 
Security Act passes. 

Now, if these eight ambulatory care projecte are necessary to fur- 
nish adequate health care to veterans, why should they be tied in 
to the Clinton Health Security Act? Why should they be tied to 
that, or subject to that? 

So, 1 guess I’m not really asking you for an answer there, but to 
me it’s an illustration of how veterans’ health care has become a 
part of a political football, we are kicking it back and forth here, 
and I wonder if that isn’t the reason why none of the other plans 
have approached veterans. It wasn't the case that we didn’t care 
about veterans, it was a case of wanting the veterans* health plan 
to be completely separate, and so why mention it, we just don’t 
want it to be a part of national health care. We want it to remain 
like it is, we want this Committee to try to improve it. We want 
this Committee to try to continue to ftmd it and maybe do a better 
job of funding it, but we didn’t want it to be a political football. 
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Dr. Hb^ley. I can just comment that we certainly have not 
been viewing veterans’ health care as a political footbml. I mean, 
we have been technically planning for veterans’ health care, given 
the arena that we are presented with, and doing our best to come 
up with a viable plan. 

Our concern for not having veterans’ health care mentioned in a 
health plan is that it will be neglected, people will be given other 
choices. We will not have the ability to m^e needed changes in 
service delivery to veterans, so that it will be an appealing choice 
if they have other choices, and that we will suffer the same fate 
as the Canadian veteran system. That is our concern. 

Mr. Bilirakis. Well, I can see where there is some merit to that 
concern. 

Mr. Chairman, I understand that the mark-up on this portion of 
the Clinton plan is going to take place late in April, the staff knows 
better than I. ! don't know how m the world we can hold a mark- 
up unless we've received from the VA this plan that apparently 
they promised within a month or two. 

I mean, it seems to me it stands to reason that we’ve got to take 
a look at that plan and study it before we can hold a ma^-up. Oth- 
erwise, we’re going into it bass ackwards, if I’ve said that correctly. 
I’m not sure. 

Mr. Rowland. I guess there’s a couple of problems there, and 
you mentioned one of them, and the other one is we don't know 
what plan there will be. 

Mr. Btlirakis. Right, and there’s a market study, too, that's been 
talked about here, a couple things that Mr. Smith has talked 
about. I don't know how we can do it without knowing more infor- 
mation. Doctor, you say a month or two. I’m not sure exactly where 
that stands, but we ought to have that before we go into mark-up. 

Dr. Headley. I will relay this concern, certainly. 

Mr. Rowland. Thank you. 

1 think that what we will do is well recess brieflv, and Mr. Bish- 
op, when he comes back, will take the chair, so that we can pro- 
ceed. He should be back within the next four or five minutes. Just 
hold your positions. 

(Recess.) 

Mr. Buyer. Thank you, Mr. Chairman. 

In the testimony before this Committee on March 10th, Secretary 
Brown stated that the Huntington, West Virginia, Research Addi- 
tion project, which was included in the Administration’s fiscal year 
1995 budget request, was ranked 298th out of 380 VA construction 
priorities. The rortland Oregon Research Addition IVoject, also in- 
cluded in the Fiscal 1995 budget request was not even ranked, as 
reported by the Secretary. 

However, in the latest list provided to this Committee, both 
projects have been scored and are now included in the VA’s top 100 
major construction projects. So, it is interesting to note that the 
Secretary testified one way on the 10th, then the VA Committee is 
provided documentation that now says it’s in the top 100, and the 
information that was supplied to this Committee had a date on it 
of March 1, 1994, nine days prior to the Secretary’s testimony. 

So, please provide to this Committee, with the appropriate back- 
up documentation, that shows how these projects were scored and 
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why they moved so far up the list of priorities for construction, or 
if you have the answer today I welcome that. 

Mr. Milbrandt. Yes, Mr. Buyer. They were included on the list 
because we were asked to provide a list of the top 100 projects, 
which included those in the 1995 budget. 

Mr. Buyer. So, the Secretary’s testimony was in error? 

Mr. Milbrandt. No, no, we were asked to include, by this Com- 
mittee, the 1995 projects on to the top 100 list, we were asked to 
include those. Ana so, we did. 

Mr. Buyer. All right. This Committee made a request 

Mr. Milbrandt. That’s correct. 

Mr. Buyer (continuing). To take those two projects, one of which 
was 

Mr. Milbrandt. And, incorporate them 

Mr. Buyer (continuing). Not even ranked, and one that was 280 
out of 380. 

Mr. Milbrandt. (continuing). And to and to score them and to 
integrate them into the list, and that’s why they 

Mr. Buyer. Who from this Committee? 

Mr. Milbrandt. Minority Staff. 

Mr. Buyer. Minority Staff. 

Mr. Milbrandt. Yes. 

Mr. Buyer. Who from Minority Staff? 

Mr. Milbrandt. I think Carl Commenator, I believe. 

Mr. Neary. The intention was not to suggest that the priority in- 
creased, but to show on the list of 100 where the projects that are 
in the 1995 budget would fall in comrotition to the others. I don't 
think there was any st^gestion by the staff that these should be 
increased in priority to nt within that list. 

Mr. Buyer. Here is a little curiosity factor I have here. If we are 
going to even go through the bother of ranking and giving priority 
to projects, why do we end up picking one that’s 298th and one that 
isnx even on the list? How did that happen? 

Mr. Milbrandt. I think the Secretaj^ responded to that during 
the hearings as, that those projects were included in the 1995 
budget at the request of the Administration. 

Mr. Buyer. Politics. 

Mr. Milbrandt. They were included as 

Mr. Buyer. That’s what it is. 

Mr. Milbrandt (continuing). At the request of the Administra- 
tion. 

Mr. Buyer. Included at the req^uest of the Administration. To 
me, I’m just a good old boy. This is my first time up here in the 
Congreas, first time in political office, and that’s called politics, at 
least that’s what we call it back in the rural areas. 

See, if there’s an example like this that shows the VA cannot in- 
sulate itself from the pressures (rf the Administration, ^en what 
is going to happen to the VA hesilth care system? 

If I can expand beyond where we left off when my time ran out, 
and if Mr. Bilirakis went over this please excuse my redundancy. 
We were talking at that time about the fact that the VA is going 
to be under a National Health Board, of which there will be the 
National Quality Management Council, 15 members are in that. As 
I understand and I’m going by the Health Security Act, we’ve got 
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these alliances out there now all across the country, and under 
these a^iances comes the VA benefit plan. In order for them to 
monitor what’s happening out there in ^1 these alliances all across 
the country there has to be a reporting mechanism. 

So, help me in my understanding, the VA, within those alliances, 
will be reporting to the heath alliance, will they not, information, 
census data, how many patients are being seen for, what they are 
being seen for, is that correct? 

Dr. Headley. I have a somewhat different imderstanding than 
that being put forward. It is my understanding that the National 
Health Board will attempt to set, or will be engaged in the process 
of setting national standards in various areas. Now, these stand- 
ards already exist, They vary by state. They vary by department, 
and the National Health Board would be an attempt to develop na- 
tional standards. 

They would develop these standards in several important areas, 
and one you’ve mentioned is quality assurance standards. 

The National Board, however, would relate to the alliances and 
would provide guidance to the alliances. 

The VA would offer itself as a health plein at the edliance, as 
other health plans. This would be very much like the FEHBP, or 
the Federal Employees Health Benefits Plan, from which most of 
us select our insurance, and plans give information to the FEHBP, 
and would give information to the alliance, regarding their cost, 
their quality, and their patient satisfaction. 

Thus information would be made available to people desiring to 
select a plan, much as we get a brochure annually from FEHBP. 
that allows us to make informed judgment as to which plan we 
would like to select, based on the quality and the offerings of those 
plans. 

That is my understanding of VA’s involvement with the alliances, 
and, furthermore, VA is to be protected, if you will, in that while 
we will be responsive to the alliances, we will not be held to any- 
thing that is against currently existing federal law. 

Mr. Rowland. We’il come back to the gentleman. Mr. Bishop. 

Mr. Bishop. Thank you, Mr. Chairman. 

Dr. Headley, is it not critical, both to the development of a sound 
construction program, and to preparation for national health re- 
form, that our medic^ center missions be reviewed and realigned 
where appropriate, and can we expect that to happen in the near 
term, absent a congressional mandate? 

Dr. Headley. Absolutely. I think that one of the most important 
things that we are learning in the hesdth care reform process is 
that we must look at what we need to provide the continuum of 
care for eoroUees in a VA plan, and how we would deliver this con- 
tinuum of care in a network of providers. 

And, I think that in the process of doing this, we will be looking 
at missions of VA facilities, and seeing where they fit in the contin- 
uum of providing health care. 

Mr. Bishop. Let me follow up on that. As a part of that process, 
have you, or will you. consider, or is it being considered, the pos- 
sible joint use of DoD facilities with the VA, so that where there 
are, for example, military hospitals, but no VA inpatient facilities, 
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that you could possibly join that as a part of your construction pro- 
gram along with DoD? 

Dr. Headley. Well, let me just make an opening comment on 
that and then I’m going to ask Mr. Milbrandt if he would elaborate 
on this. I would just like to say that VA is, indeed, interested in 
many aspects of sharing an involvement with DoD, and we are, 
and will be, actively pursuing ways to engage in sh^ng in mutu- 
ally beneficial projects with DoD. 

Chuck, would you like to comment? 

Mr. Milbrandt. Yes. The 1995 budget includes two projects that 
are joint VA/DoD ventures. One is at file facility with the Air Force 
at Travis, and the other one is in Brevard, Brevard County, and 
that’s part of the 1995 budget. 

We also have active facilities underway for sharing in Anchorage, 
the Las Vegas project is a shared facility with the military, as well 
as, of course, Albuquerque. 

Mr. Bishop. Okay. I m particularly interested in Georgia, par- 
ticularly, the southwest portion near Fort Benning, which serves 
veterans from both east Alabama, and west Georgia, and south 
Georgia. I would hope that you could possibly consider some joint 
use of the Martin Army Community Hospital facility at Fort 
Benning, along with DoD, which is, of course, in need of upgrading, 
but it certainly would facilitate both the DoD mission, as well as 
the VA mission, and service a lot of veterans who are in that area 
who now have to go CTeat distances to receive service. 

Mr. Milbrandt. Yes. We have not examined, in this last round, 
a sharing of facilities at Fort Benning. However, as a part of this 
next round of solicitation and looking for ideas for the investment 
fund, we encourage facilities to examine closed Reserve unit build- 
ings and also to look at military bases for potential joint use. 

Mr. Bishop. How can we facilitate that to expiedite it, the consid- 
eration of it? 

Mr. Milbrandt. Well, we’ll make a note of it and talk to the 
staff. The closest medical center is really the facility that would 
need to initiate a proposal for the joint venture. Of course, the mili- 
tary needs to agree that they have excess capacity and space. 

Mr. Bishop. I don't know that they have excess capacity and 
space, but there’s a great need and, of course, we’ve got a two state 
problem there. The nearest facility, I think, is in Tuskeegee, which 
is an old facility, and which is not the most convenient for many 
of the veterans in Georma. 

Mr. Milbrandt. We'll be glad to take a look at it. 

(Subsequently, the Department of Veterans Affaire provided the 
following information:) 

Maasgemeat at the Tuskegee VA Medical Center ha« long aought a meaningful 
relationahip with the Ft. Benning inatallalion and ita MEDDAC at Martin Army 
Community Hospital. About seven years ago the Medical Center Director of the 
Tuskegee VA Medical Center (TVAMC) met with the then commander of the Ft. 
Benning MEDDAC, Colonel John C. Richards, to discuss the possibility of bringing 
VA services to the Columbus area, either by a joint use of current space or the cre- 
ation of a VA clinic on Ft. Benning property. No interest was shown in supporting 
this initiative. Since that time the TVAMC has created and supported a Community 
Service Program based in Columbus, GA. and over the past six years has aug- 
mented this program to the status near that of a clinic witn a limits medical serv- 
ice potential. The Director, TVAMC meets periodically with the Commander, Martin 
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Army Commuoity Hospital to explore increased sharing as a means of improving 
service for Columbus area veterans. 

Mr. Bishop. Thank you. 

Mr. Rowland. Thank you. 

I have one additional question I wish to ask. I’m sure members 
will have questions they would want to submit as well. 

Dr. Headley, the Secretary proposed reorganization of VA re- 
gional ofBces into veteran service areas, VSAs, that cross state 
lines. There appeared to be a question of organizational entity for 
paving the way to healtii care reform, which appears likely to be 
state based. How is that going to work? 

Dr. Headley. Yes. I think that VSAs will be a lomcal first step 
in beginning the process of having a more decentralized, more lo- 
cally responsive, more flexible organization. 

I think that within the VSAs, ^ere will be networks of hospitals, 
and, indeed, some of the networks and the VSAs do cross state 
lines, but they cross state lines for a reason. They cross state lines 
because they are geographically related, and I think that even 
though much of heuth care reform as proposed will exist by state, 
there are provisions that have been developed, and there will have 
to be provisions for dealing with populations that are going to have 
to cross state lines. 

I don’t really believe that this is going to be a problem, but it 
is one of the things that we are looking at very carefully, and that 
we may have to change and evolve further as we see specifically 
what plays out in terms of health care reform. 

Mr. Rowland. Would one VSA, say, belong— one part of a state 
belong to one VSA and another part of that same state belong to 
ano^er VSA, would states be split? 

Dr. Headley. There are some cases in which VA medical centers 
and their catchment areas within a state belong to geographically 
different VSAs. 

Mr. Rowland. So, the states may be split. 

Dr. Headley. Yes, they may be split. 

Mr. Rowland. Okay, mank you. Mr. Smith. 

Mr. Smith. Thank you very much. Mr. Chairman. 

Dr. Headley, it seems to me as if the VA has put aU of its eggs 
in one basket, as a matter of fact, if I'm not mistaken the workmg 
CToups only considered the Clinton suggestion, the health care re- 
form suggestion, and no others. 

And, in looking at assumptions in the VA budget for next year 
and out years, the program level for construction, for example, is 
cut by 70 percent in the budget. The estimate for 1994 is $475 mil- 
lion, then drops down to $141 million. What happens if health re- 
form does not pass? Do you have other scenarios, or other numbers 
that you are looking at, if health care reform, as we all are looking 
at it now, does not become a reality? I would hate to see the veter- 
ans that much further behind the eight ball and that much further 
off as to where they might have been had we just also assumed a 
non-passage. I think specifically looking at the health care or the 
construction budget, wnere you factored in, in your figures, a sub- 
stantial decline in construction, and the need as we Imow is grow- 
ing, not diminishing. 1 realize contracting out has its place, but we 
are talking about the assumption being that this thing does not 
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pass, or something other than the health care plan envisioned by 
the President passes. 

Dr. Headley. I would like to sort of split your question into two 
parts, if I may, and ask Mr. Milbrandt if he would comment on a 
construction part of it. 

In terms of putting all eggs in one basket and planning, this I 
might hasten to mention was the only bill that mentioned VA or 
veteran health care. We have been involved with planning for vet- 
eran health care, and we have been planning toward the bill that 
mentions VA and that considers VA as a part. 

I think that much of the planning we have done is valid planning 
for VA health care, and, you know, we hope that however H.R. 
3600 passes VA concerns wW continue to be addressed. 

Mr. Smith. Let me just ask an additional question before you 
yield. Would you have had a different budget for construction if the 
Clinton plan was not a proposal on the table? And, have you looked 
at any other plans, for example, or tasked those working groups to 
look at how the President’s plan and VA interface? That’s all fine, 
well and good, but there are other plans, there’s eligibility reform 
possibilities that hopefully we will move forward on. 

It seems to me there ought to be a whole different set of sce- 
narios. So if this happens then this is what we are ready for, It 
seems to me, and I may be mistaken, that the construction budget 
is predicated on something very close, if not identical, to tiie Cmi- 
ton plan passing. And, again, I think our veterans will be that 
much fiirtner injured if the assumption turns out to be faulty and 
Congress has its wav and goes in a difl'erent direction. 

Dr. Headley, Right. 

Mr. Smith. I mean, do you reconvene those working groups then? 
Meanwhile, fiscal year 1995 is that much further prejudiced. I 
know you wanted to respond. 

Dr. Headley. The development of the construction budget was 
not reallv something that occurred as part of our planning for vet- 
eran health care. 

I would ask Mr. Milbrandt if he would comment on that. 

Mr. Milbrandt. In developing the projects, and in placing some 
projects in the appropriations process, and some in the investment 
fund, we were confident that there would be a health care reform 
bill at the time that we split those projects and placed them that 
way. 

As you know, the deficit reduction limits that are being held to, 
force us to a dollar limit on the appropriations side. And, it seemed 
reasonable then to place those projects, the ambulatory care 
projects, because there's clearly a mcus on reform in the direction 
that we wanted to go into the investment fund. 

If the investment fund doesn’t become a reality and health care 
reform doesn’t become a reality, I don’t think that the dollar 
amount that we would have had to live with would have changed 
at all, and we’ll have to take a look at those projects under the 
1996 budget if the investment fund doesn’t become a reality. 

Mr. Smith. Is your testimony you would not have been up here 
asking for more moi^ in the construction budget? 

Mr. Milbrandt. The VA submitted a budget to 0MB that in- 
cluded both the $115 million and $141 million that’s in the appro- 
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priationB and the ei^t ambulatory care projects as a part of our 
appropriation. But, (me to the deficit reduction limitations, only the 
amount and prdects that you saw were left in the appropriation. 

Mr. Smith. How flui(i, or how flexible are you in reconvening 
those working grovms, again, should a whole different set of sce- 
narios present itself? 

Dr. Headley. Hopefully, much of the planning that we have done 
directed at veteran health ceire is valid planning, and would stand. 

I think that if we need future planning activities, we would be 
able to reconvene, perhaps, smaller groups if we needed. You know, 
the plan is not yet finished. The plan will not be finished. The plan 
is an evolving plan, and it is designed to address change. 

I think we have recognized from the beginning that there were 
likely to be some changes in the way he^th care finally, health 
care reform finally played out, and I believe that the plan was de- 
vised to be flexible. 

Mr. Smith. Can I again ask you on behalf of the Committee, cer- 
tainly the Minority side, and I’m sure the Majority would like it as 
well, since there should be no secrets, if it’s Just a simple fact that 
the Secretary has not seen the draft or the clocument, please make 
that available to us. Again, the time crunch is becoming a real bur- 
den, and we need to know exactly what you are t hinking so we can 
analyze it appropriately without, you know, an llth hour attempt 
to try to make heads or tails out of it. So, please, if you could make 
that available to us within the next week Td appreciate that. 

Dr. Headley. I will certainly convey that. 

Mr. RoWLAKD. Mr. Buyer. 

Mr. Buyer. Thank you, Mr. Chairman. 

I want to return to the question about the construction projects. 
The question was, first we had two construction projects, one in 
West Virginia, one in Oregon, one was scored 380, or 280 out of 
380, and the other one wasn’t on the list, and now when a request 
was made for the t^ 100, all of a sudden those two projects show 
up in the top 100. Testiroonv was that that was at tne reciuest of 
Minority Staff, then Mr. Milbrandt said he wasn’t sure what the 
answer was. If you could tell me how those two projects now encled 
up in the top 100 list, because this country lawyer here has got a 
little problem. 

If the Secretap^B testimony on the 9th of March was correct, 
okay, and we said what his testimony was, and then if Minority 
Stan requests for the top 100 list after March 9th, and you testified 
that this list — that they were included because of Minority Staff, 
and you provide it to us, this is dated March Ist. 

So, if you could clarify that for me. 

Ms. KURZ. We were asked to provide a Imt of the current high- 
priority projects and include on this list those projects that we re- 
quested m 1995, so that a comparison could be made. 

Mr. Buyer. Who requested wat? 

Ms. Kurz. That’s what you have in front of you. 

Mr, Buyer. Who requested that? 

Ms. Kurz. I don’t know the person specifically. I know that it 
was called staff. 

Mr. Buyer. None of those projects were given any higher score, 
were they not? 
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Ms. Kurz. They were not given any higher scores. 

Mr. Buyer. No. 

Ms. KURZ. The list that the Secretary had as a reference was an 
inventory list from 1991. 

Mr. Milbrandt. It included all of the projects. 

Mr. Buyer. Oh, all right. 

Ms. Kurz. And, every year this inventory list is updated by vir- 
tue of submission of projects through five year faolity plans by 
each medical center. 

Mr. Buyer. As of right now, which is accurate, this list, or the 
Secretary’s testimony on the 9th of March? 

Mr. Neary. Sir, I believe they represent two entirely difiPerent 
things. At the time the Secretary stated that Portland had not been 
scored, it had not been scored. And, Huntin^n had been scored 
in the past. Huntinj^n is a project that the Congress provided de- 
sign appropriation lor in a previous budget and it had been scored. 

As a result, when we met with Carl, we discussed the fact that 
we were validating protects and focusing on ambulatory care, and 
we were asked to provide a list. We said we had about one hundred 
of those that we had gone through, and we were asked to provide 
that list, and to also reflect the projects that were in 1995 ror pur- 
poses of comparison. It was not to suggest that they should be ele- 
vated within our top 100 priorities. 

Mr. Buyer. All right, thank tou. 

Mr. Chairman, if I may, ask one final question, and that is on 
this issue of independence. 1 know this is the third time I’ve come 
back to it, but we are going to have a seven panel National Health 
Care Board, and under that we have the ^ality Management 
Council, the 15 members. Then the National Ratify Management 
Council directs the Administrator for Health Care Policy and Re- 
search to develop periodic review and update clinically relevant 

f uidelines that may be used by health care providers to assist in 
etermining how diseases, disorders and other health conditions 
can be effectively and appropriately prevented, diagnosed, treated 
and medically/clinically taken care of Now we’ve got ^ee levels, 
and we haven’t even reached the VA yet. 

So, I’m really getting to a question here about the independence 
of VA, if we don’t have any representation anywhere in that three- 
tiered process. So, my concerns are real, and in your response to 
me you threw out the Federal Employees Benefits Program, you 
know. Right now we don’t have some national board out there, or 
some government controls, telling your doctor how to treat you or 
what the utilization procedure is going to be. You can go out there 
now, or your HMO might set the utilizations, or what drugs can 
be used or not used. ’That’s done in the private sector. 

If we enact the Health Security Act, itfs government control, is 
that correct? 

Dr. Headley. 1 really can’t make that assessment. There are 
many parts of health care that are currently controlled by various 
branches of the government. HCFA in its reimbursement sets 
standards, states set standards. There axe quality guidelines that 
practitioners violate at their danger. 

I think that these guidelines already exist. I think that Aere is 
a desire through advisory boards, such as the Quality Management 
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Advisory Board, to set some national standards. I think there are 
other organizations currently at work setting national standards, 
such as the Joint Commission and its information. 

Mr. Buyer, At any time did you recommend a VA voice be in- 
volved in any of these levels of bureaucracy? You helped put this 
together, Did you ever recommend that VA have a voice or have 
a position in any of these levels of boards? 

Dr. Headley. Karen, I think 111 defer that one to you. 

Ms. Walters. That was part of our discussion, yes, and we 
hoped that we would be a member of these boards, the same as any 
other major practitioner organization. We have also suggested to 
the veterans’ service organizations that they would be representa- 
tives as consumers, as mmor consumer ^oups. 

Mr. Buyer. Can I ask this final question, Mr. Chairman? 

The question is, when you were putting this together, did you 
ever demand that VA have a voice or a seat on any of these boards? 
I mean, I agree with you about the hope. We are getting ready to 
move forwa^ with this bill, and if in your discussions or analysis, 
you felt that that wasn’t important, then tell me that, or if you 
didn’t have the political leverage to make that done, we need to 
know that. I think it’s important for us here to discuss whether or 
not that should be done or not, if you don’t think that’s important, 
say it’s not important, see. 

Dr. Headley. I think that we would have the same obligation to 
demonstrate the quality and cost effectiveness of our care under 
this system as any other health care providing organization, such 
as Kaiser, or any of the large national health care provider organi- 
zations. 

I think that VA does have special protection, and that should 
continue. I think that we would be able to develop our supple- 
mental benefits packages for the treatment of service-connected 
conditions, and I think that these should continue to be national 
priorities of the VA system. 

I can’t imagine that a National Health Board would be interested 
in getting involved with this, as you imply. I just don't see that this 
would be a role of the National Health Board. 

Mr. Buyer. Right, or any other level, so that’s why we don’t have 
that voice, right? All right, thank you. 

Mr. Rowland. Thank you, Mr. Buyer. 

I want to thank you for your testimony here this morning, and 
I urge you to move expeditiously in putting something together 
that will fit in whatever reform package may finally come out of 
the Congress. And, please keep this Subcommittee and the full 
Committee apprised of what you are doing so that we will know 
and be able to deal with it in a manner that will not be 11th hour. 

Dr. Headley. Thank you very much, Mr. Chairman. 

Mr. Rowland. I thank all of you for coming this morning. 

We stand adjourned. 

[Whereupon, at 11:52 a.m., the subcommittee was adjourned.} 




APPENDIX 


Prepared statbuent of Hon. Corionb Brown 

Mr. Chairman, I would like to thank you for holding this series of hearings on 
the propos^ role of the VA health care system under national health care reform. 
And I would him to welcome Dr. Headley. 

Dr. Headley, you should know that I am enormously concerned about the VA'e 
1995 construction budget. ! know you share my concern over the ability of the VA 
to compete under healUi care reform, and it is good to know that you are developing 
a strategy to do so. 

As I am sure you are aware of, Florida has the largest veteran population over 
66. the second lair^t population overall, and ranks 43nl in VA per capita funding. 
The needs of veterans, and in particular (he need for adequate facilities for these 
veterans, should be of utmost imMrtance to the VA. 

Let me be perfectly frank Dr. Headley, when I first saw the VA budget last month 
I was quite upset, wut I saw, in this Health Care Investment Fund, was three top* 
priority prqjects in my state held hostage to passage of H.R. 3600, while researm 
prcnects in other sutes— which were never on the priori^ list were ftioded outright 
in the VA's construction budget. 

I can guarantee you thin Dr. Headley, if Florida doee not get ite fair share of VA 
construction funding, a^ the VA cannot adequately meet the needs of Florida's vet* 
erans, you will see a flight of these brave Americans. They will turn elsewhere for 
t^ memcel needs. 

Dr. Headley, I know you worked with the VA in Gainesville, and understand the 
unique nee^ of Floride's veterans. I also know that no other state would benefit 
more from the VA pilot program, and deserves funding of its ambulstoiy care 
projects more than Florid I trust you agree. 

Mr. Chairman, Dr. Headley. I want to thank you for the opportunity to learn 
what the VA is doing to meet the challenge of competition under health care reform 
I certainly hope the VA will have the cai^ility to do so. 

( 36 ) 
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STATEMENT OF 

DR. ELWOOD J. HEADLEY, ACTING DEPUTY’ 
UNDER SECRETARY FOR HEALTH 
DEPARTMENT OF VETERANS AFFAIRS 
BEFORE THE 

HOUSE OF REPRESENTATIVES 
COMMITTEE ON VETERANS’ AFFAIRS 
SUBCOMMITTEE ON HOSPITALS AND HEALTH CARE 
MARCH 23,1994 


Mr. Chaiiman and Membera of the Committee, 

Thank you for thia opportunity to tell you about our vision of the new 
veterans' health care system and the planning now underway to make thia 
viaion a reality. For the past thirteen months, VA staff have been working 
closely with the Administration to define and preserve an independent health 
care system for veterans that, for the first time, would truly be a choice open 
to all veterans and their dependents. The Health Security Act proposed by 
President Clinton is the only health reform bill we have seen which 
recognizes the unique health needs of veterans and the importance of the VA 
health system and would preaerve and strengthen that system. As the debate 
in the Congress regarding health care reform continues, we strongly urge that 
the final legislation contain the provisions regarding veterans' health-care. 
They represent the best chance for a strong, independent VA health care 
system capable of providing high quality services responsive to veterans' 
special needs. 


Mr. Chairman, in order to remain a vital, comprehensive health-care system, 
VA must be able to attract a broader mu of patienis. In order to do so, VA 
must have the opportunity to fairly compete for these patients and be a 
health care choice for all veterans. As a health plan, VA would be a choice 
open to all 26.8 million veterans and their 33 million dependents. VA Health 
Plana would guarantee the comprehensive benefits package to all veterans 
and their families who enroll with VA. Through this guarantee the 
President's proposal would enable meaningful eligibility reform by allowing 
VA to provide a fiillarray of inpatient and outpatient care, prosthetics, 
durable medical equipment, home health services, hospice care, and drugs to 
all veterans and their families who elect a VA health plan. Multiple new 
funding sources would enhance planning and operations for the VA health 
system. 

The Secretary ofVeterans Affairs has recognized the crucial need for VA to 
address Che changes we need to make almost immediately to carry out its 
assigned role under the President's health care reform proposal and to be a 
competitive choice under national health-care reform. A Health Care Reform 
Program Office was established last fall and was charged with developing an 
implementation plan for VA to make the transition to a competitive health 
care environment. Almost 200 of the VA's most outstanding managers and 
health care professionals, as well as representatives of Veterans' Service 
Organizations, worked intensively throughout the month of January to 
produce the blueprint for this transformation. 
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Initially, nineteen worl^roups were formed to address a broad range of 
constituency issues, benefita, delivery systems, and management and 
administrative issues. Members of these workgroups were encouraged to be 
as creative in their thinking as possible to ensure VA's viability under 
national health care reform. The workgroups successfoUy identified many of 
the challenges before us and proposed a variety of solutions. Subsequently, 
workgroups with related topics and issues were consolidated into larger 
groups. For example, the primary care workgroup was combined with the 
managed care group and charged with defining the components of a 
comprehensive managed care health delivery system. 

The Health Care Reform Program Office is continuing to edit the drafts 
prepared by the workgroups. An initial draft of the document was presented 
to the VA Health Reform Board, composed of the Deputy Secreury and other 
top VA officials, in early March. The final version baa not yet been submitted 
to the Secretary for bis review and approval 

Mr. Chairman, because very few individuals in the Department have had an 
opportunity to review and comment on the report, and because the Secretary 
has not yet seen it. I cannot share the exact text of the draft document with 
you at this time. However. 1 am prepared to discuss the general principles 
for VA Health Plan operations which have been proposed and the strategies 
we believe we need to implement to become a competitive choice for veterans 
and their families. 

Mr. Chairman, the workgroups identified two key challenges that will be 
facing the VA aa a health plan provider. First, all levels of the organization 
must focus on customer service. We truly must change the corporate culture 
of the VA to develop, value, and reward behavior that puts veterans and their 
families first. Given universal health coverage, and choice and access to other 
health care providers, our customers- veterans and families-will determine 
by the way they spend their heslth care dollars whether we are successful in 
actually changing our culture. To achieve a customer focus, we recognize that 
we must listen to our customers; tailor our programs to meet their needs: 
treat them with respect and compassion; and serve them with integrity and 
quality. 1 believe that we must include veterans, their families, and their 
representatives in deliberations at all levels and seek their assistance in the 
design of their health care system. We have taken the fust steps in effecting 
this culture change by obtaining the views of the Veterans' Service 
Organizations as we began our planning proceas. 

Because of the importance of this area, the draft report recommends several 
strategies to systematically change the VA corporate culture to focus on 
customer service. 

The other challenge facing VA under health care reform is the establishment 
of an integrated managed care delivery system. 

Mr. Chairman, our focus in providing care to enroUees in VA Health Plans 
must center on assuring timely and easily accessible primary care to all 
enroUees. Primary care is coordinated care for health promotion and disease 
prevention; acute chronic and specialty care; and health education. 

Depending on the needs of the enroUee, primary care providers may include 
physicians, nurse practitioners, physician assistants, a health care (earn, or a 


2 



38 


subspecialist. A plan cere manager may assist in coordination of services or 
arrange for alternative care for enroUees with exceptional needs. In order for 
a VA Health Plan to be an attractive choice, primary care and routine 
hospital care must be conveniently located for veterans and their families. 
Existing VA facilities will be only one of many providers in the VA Health 
Plan delivery network. VA Plans will directly provide veterans' care in VA 
focilities, and through a broad provider network which may include our 
afOliated medical schools, community hospitals, community-based 
professional practice groups, and intUvidual practitioners. Enrollees would 
have their choice of providers within the VA Plan network. VA Health Plans 
will have to be responsive to the changing needs of enrolleee and to the local 
marketplace. 

A key decision for plan managers will be 'make or buy* • whether to provide 
the service by VA staff or by contract. The Health Security Act, includes 
liberalized contractual authority for VA which will be necessary in setting up 
these provider networks. It may be useful for local managers to have the 
flexibility and authority to make decisions to buy, lease, or contract for 
needed equipment, and space to meet enroUee needs. VA has already taken 
some steps toward improving its delivery of primary care. These efTorts wiU 
be expanded and accelerated. The next phase will most likely involve 
establishing provider networks, creating utilization management models and 
criteria, and conducting actuarial analyses to project demand and cost for 
services. 

H.R. 3600 would also provide VA with the authority to implement alternative 
personnel systems for the management of VA health personnel Our Human 
Resource workgroup recognized that the quality of our workforce was of 
paramount importance. Many of the recommendations stemming from Vice 
President Gore's National Performance Review aerved as a starting point for 
discussions. 

Organizational, administrative, Snancial management and informatioo 
resource decision making authority would be decentralized to the lowest level 
that is feasible, VA Plans would receive input &om representatives of plan 
members, VSOs, the academic and research communities, providers and VA 
facility managers. 

We bebeve the Secretary's decision to establish Veterans Service Areas 
(VSAs) is an important first step and that there will be a natural migration of 
VSAs to Veterans Health Flans. 

It has been proposed that each VA Health Plan will develop a detailed 
business plan, including a financial plan to guide operational decision making 
at all organizational levels. Business plans would serve as the blueprints for 
financial management and for establishing both short- and long-term 
priorities. The business plan would set out the plans' funding needs and 
proposed use of resources. They would also outline a strategic plan of action 
for the organization incorporatii^ specific information on marketing, 
demographics, and investment strategies and be the basis for justifying 
capital and infirastructure requests. Business plans wiU be evaluated based 
on technical merit, soundness of marketing plan, and contribution to the 
overall VA mission. Plans would be dynamic and be changed accordingly 
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would be dynamic and be changed accordingly to remain reaponaive to 
customer needs. Our next eflorta will Ibeus on developing a business 
planning methodology for all of the VHA to be initiated in FY 1995. 

H.R. 3600 includes a Health Care Investment fund that will provide $1.0 
billion in Fiscal Year 1995. $.6 billion in Fiscal Year 1996 and $1.7 billion in 
Fiscal Year 1997 to the VA. This investment fund is intended to help ensure 
the VA health care system competes effectively. 

Mr. Chairman, the President’s health reform proposal provides an excellent 
opportunity to reinvent the VA health system to improve service to the 
oation's veterans. Thus, V A is taking a comprehensive look at the way we 
currently deliver services and is developing a comprehensive plan of action 
that, we believe, will make VA health plans a oompetitive and preferred 
choice for millions of veterans and their femilies. 
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EXECUTIVE SUMMARY 


INTRODUCTION 

In February, 1994, VA's Hesitti Care Reform project office commissioned e merkei 
research firm to survey current artd fornter VA petlenis, es weH as veterans that have 
never used VA. The survey questionnaire was approved by 0MB (control number 
2900-05481 uitder blanket eu^rity granted to VA for implsmentstlon of Customer 
Satisfaction Surveys (Executive Order 12862). 

The purpose of the survey vves to arwlyse the preliminary demand, or market potential 
for a veteran health plan. It identines preliminary marketing data that will help guide 
strategic thinking arid provide direction for a more comprehensive baseline study to 
be conducted later In 1994. 


METHODOLOQY 

Fifteen hundred |t,S<X)l veterans were telephone-interviewed between February 19 
and February 26. 1994. The targeted Interviews ware split between currant users of 
VA medical aarvlces (used VA health system within past year), former users (have not 
used the health system In the past year), and a rattdom group of non-users (never 
used VA health system) controlled for location around currant and former users. 

The listings for current and tomier users were generated randomly from 143 of the 
171 medical centers. A random sarrtple from that master list of twelve thousartd 
names was used as the base. Random-digit dialing was used to contact non-users 
and It was found that about one In seven households had a veteran. Respondents 
from 49 of the SO states are Included In the survey. The distribution of 
Inpatient/outpatient is as follows; 

CURRENT FORMER 



USERS 

IJRFRS 

Inpatient 

22% 

24% 

Outpatient 

33 

50 

Used both 

45 

26 


Ninety-five percent (95%l el the respondents are male and the median age of the 
sample Is 60.2 veers. 
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PRINCIPAL FINDINGS 

• Rating VA health care services on a t - S scale (5 being excellent), current 
users rate it highest - 72% gave It a 4 or S rating - compared with 61 % lor 
former users ano 35% for rrorvusers. Those over 45 yaars of age rate the 
health services higher than those younger. While Income level does not affect 
Current users' ratings, tow income former and non-users give VA higher ratings. 

a When asked to rate VA on ten specific customer service ettrlbutas, current 
users give the highest ratings on all ten, former users next highest and non- 
users lowest on each one. It Is a positive sign that those who know the service 
first hand are much more favorable. It represents a communteatlon/Image lag 
that non-users are skeptical of the VA's performance. 

e Cleanliness of the facilities; courtesy and respect shown by the staff; safety of 
locetlona and the nursing staff are tlw highest rated attributes. The lowest are: 
waiting time for a scheduled appointment and convenience of the locations. 

a In line with the attitudes of the three groups, currant users are more likely to 
opt for VA health insurance over a private health plan (assuming no change In 
cost) than eithar former or non-users of VA health care. 

CURRENT FORMER NON- 
USES USERS USERS 

Select VA 66% 47% 27% 

Select other 26 44 63 

Undecided 6 9 10 

Inpatients, those using VA over 5 years, and those over ege 45 are subgroups 
that have above-average Interest in VA Insurartce, Amortg i>on-users, those 
under 45 are more amenable to VA insurance. 

• There Is probably some favorable VA bias since respondents are aware of the 
survey's sponsorship artd there is generally a gap between what respondents 
say and what they'll do when it eontes to purchasing a itaw product or service. 
Additional factors that will influence the actual outcome include; 

a the extern and Intenstty competitors market themselves 

• the extent and competarrce in which VA markets Itself 
a the pticirtg gf VA plarts versus competing plans 

• the actual delivery network 
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* OusIHv of cafe is a leading reason (or choosing VA insurance. Reasons for 
choosing a private plan ittclude: quality of care, poor VA location, lack o4 trust 
In VA and satisfaction with present provider. 

e Thera Is price sensitivitv In selaciino a health plan. Among veterans who 
selected a private plan, a substantial proportion in each of the three groups 
would change their choice to the VA plan If VA's plan offered a cost 
advantage. 



CURREhTT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Would still choose private plan 

39% 

60% 

43% 

Would switch to VA 

61 

43 

40 

Don't know 

10 

7 

12 


To attract most of these switches, the VA cost advantage would have to be 

10 %. 

e VA's commitment to veterans’ needs Is a positive Influence for all three groups 
but especially for users, 



CURRENT 

USERS 

FORMER 

USERS 

NON- 

USES 

Positive Influence 

63% 

50% 

30% 

Negative Influertce 

8 

10 

13 

No influence 

29 

40 

67 

There is a strong positive leectlon to a fatiMly option plan which would permit 
veierens to be treated by the VA or by community providers and dependents 
to be treated by community providers. 


CURRENT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Positive Influence 

60% 

63% 

52% 

Negative Influence 

7 

8 

8 

No InftuetKe 

33 

39 

40 
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• A demoorapnic proiite of ine tnrse groups follows: 



CURRENT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Household size 

2.4 

2.5 

2.S 

Median age 

61.8 

61.3 

67.2 

Have health cate coverage 
(other than VA) 

56% 

74% 

B3% 

Have Medicare 

61% 

40% 

22% 

Employed full-time 

18% 

27% 

50% 

Retired 

67% 

62% 

41% 

Median income 

«17,904 

423,941 

434,535 


• Current users travel 7d minutes on average to reaelt a VA facllllv and do so 
atMut 6.6 times a year. 

• Former users last visited a VA fasility an average of seven years ago (median 
three years ago). 

e Current users have been using VA health satvicas an average of 13 years while 
former users had dona so (or 9. Inpatients have longar periods of use than 
outpatients. 
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PURPOSE AND METHOD 

The purpose of this study Is to obtain an initial assessment of veteran satisfaction 
with VA medical services and to obtain a measure of veterans' iovaity to the system, 
if and when, alternative choicea become available. An objective vras to differenttate 
opinions by current users, former users, and veterans who had never used the system. 

Telephone Interviews were used In order to meet time constraints and to obtain a 
more representative response than a mall survey might provide. There were 1,S00 
telephone interviews completed between February 19 and February 28, 1994. The 
Interviews were split between SOO current users of VA medical services, 500 former 
users, and a random group of non-users controlled for locetion to match current and 
former users. 

The survey instrument was designed In consultation with VA representatives. The 
Initial survey draft was tested ai>d VA representatives participated in the debriefing 
of the test Interviewers. The Instrument was revised lor claritv ervf understanding. 

The lists of potential respondents supplied by Veterans Affeirs were generated by 
taking extracts from the 85-gigabyte Integrated Patient Data Base (IPOB) Oracle 
Relationel Database Management System located at the Hines Informetion Systems 
Center, Initial screening of the database using PL/SOL artd SQL 'Plus Identified those 
veterans falling under the following four categories: 

• Veterans seen during FY93 and ihe first four months of Fy94 at a VA 
facIHty as an Outpatient only. 

• Veterans seen during FY93 and the first four months of FY94 at a VA 
lacility as an lnpaiiei>t, but could be an outpatient as well. 

e Veterans who were seen in a VA facility as an Outpatient only prior to 
February, 1991 and has no further inpatient or outpatient activity 
reported as of February, 1994. 
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• Vetetans who were seen m a VA facility as an Inpatient prior to 
February, 1991 end has had no further Inpatient activity reported as of 
February. 1994. 

Once these veterans were Identified, a random selection routine was developed to 
select veterans for an interview. The total number of veterans fitting the criteria for 
each category was divided by 6,000. The resulting quotient was used as n, and every 
nth record was selected for inclusion In the extraction routines which were then sent 
to the appropriate facility to gather names artd phone numbers. 

Lists from Veterans Affairs had 14,696 potential respondents with roughly 3,700 
respondents in eachof four segments— current Inpatients, current outpatients, former 
Inpatients, end former outpetlents. As the quota was 250 Interviews In esch 
segment, a random sample was taken from the VA disk of 1,500 In each segment or 
6,000 potential respondents. This Insured random selection across the files provided. 

Current users were defined es veterans who had used VA medical sarvicss over the 
past year. The quota for this group was 500 equally divided between In-petients and 
out-patients. 

A random sample with names and phone numbers of currant In-patlants and currant 
out-patients was supplied by Veterans Affairs. Quota was based on the list source 
although some interviews were moved to other categories after the interview. 

Former users wars defined as veterans who had used VA medical services more than 
12 rrtonihs ago. The quota was 500 equally divided betvvaan In-patients and out- 
patients. 

A random sample with names and phone numbers of former In-patlants and former 
out-patients was supplied by Veterans Affairs. Quota was based on the list source 
although some interviews were moved to other categories after the interview. 


Non-users were defined as veterans who had never used VA medical services. 



48 


3 

Veterans and their use of VA medical services were identified by screening household 
members nationwide. Phone contact was made ihrougha random digit dial technique. 
The technique also controlled for location by having rartdom cails made Into 
exchanges where other veterans had used VA medical services. This method is 
superior to a completely random sample listing because It ensures that veterans in 
Ihesa areas wars not so isolated that VA medical services could not be accessed. 
Lack of access for non-usa of VA medical services was not considered actionable for 
purposes of the present study. 

Veterans contacted randomly who were current or former users were Interviewed and 
used to complete quotas of users. The random method used was to add an 
Incremental number to the last digit of a random sample of currant and former users. 
This procedure was preferable to a listed sample because veterans with unlisted 
numbers were Included. 

Quotas ware also imposed by lima zone. The objactiva was to match the parcanisga 
of completed interviews with the sample provided from Veterans Affairs. Following 
is the summary distribution of sample artd interviews by time zone. Random 
Interviews resulted In interviews with residents of every state, except Nevada. 



TOTAL SAMPLE 

INTTRNAEWm 

EASTERN STANDARD 

49.9% 

504% 

CENTRAL 

34.S 

34.1 

MOUNTAIN 

3.4 

3.6 

PACIFIC 

12.1 

11.8 


The furnished sample included station numbers which represent VA medical fseilitles 
throughout the country. A table of the sample artd interviews by station number has 
been provided in the Appendix and Indicates how the Interviewed sample Is 
representative of the one supplied by the VA. 




Preliminarv tabulations were completed and reviewed on March 3rd. Subgroups were 
recommended lor analysis in the final report and are included in final tabulations. 

Using a sample of 500 random interviews, results are accurate at a 95% confidence 
interval within ± 5%. In comparing two samples with SOO rartdom Interviews in 
each, differences are significant when they exceed 8%. 
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VETERAN MEDICAL SERVICE USAGE 

In random contact ol resldenis natiortwida, 14% ol households had a veteran. 
Veterans made more use of VA Medical Services than other services avsllable to 
them. 

USE OF VA SERVICES 
AMONG THOSE RANDOMLY CONTACTED 

TOTAL 

YEffiflANS 


Medical Cara Benefits 

38% 

Education Benefits 

35 

Home Loan Barieflta 

2e 

Rehabiriiation/Compertsatlon Benefits 

8 

Sample Base 

(7241* 


’Medical Service users Included 40 respondents who hed to be prompted to quellfy 
es a user and 91 resportdantsscteened for rrtedical service usage, but rtot Intervlavred- 
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The quotas of contacts for users of VA Medical Services based on VA lists were 500 
current users and 500 former users evenly split among inpatients and outpatients. 
Segments were divided based upon veteran responses and reflected a greater 
representation of current users and Inpatients. 

Question 3: III heve received medicel cere from VAI, whether you have been an 
Inpatient or outpatient. 

VA MEDICAL SERVICES 
INPATIENT/OUITATIENT COMPOSITION 

eo« 

<o« 


40 % 


30 % 

30 % 

10 % 

0 % 

TetsI Current Former 

^■Oulpelienl ^■inpelienl i . ] u«« bath 




Current users, by definition, had used VA Medical Services over the last year, Former 
users last used VA Medical Services an average of seven years ago and a median of 
three years ago. 

Outstion 4: How long ago did you Iasi use eny VA health care services? 



TOTAL 

CrtRMFR IlftFRS 

INPATIFMT 

OUTPATIENT 

ONLY 

1 - 2 years ago 

34% 

37% 

31% 

3-4 years ago 

30 

23 

36 

5 - 9 years ago 

15 

17 

14 

10 years or longer 

21 

23 

19 

Total 

100% 

100% 

100% 

Sample Base 

(420] 

(2121 

1208) 

Mean (Years) 

7 

8 

S 


Current users of VA Medical Services travel an average of 79 tignuies to reach their 
VA medical facilltv. 


Question 5: How hng does It usually taka to gel to their facHItY? 



TOTAL 

niRRFMT lISFRS 

INPATIFNT 

OUTPATIENT 

ONLY 

Less than 30 minutes 

19% 

18% 

23% 

30 ■ 44 minutes 

16 

15 

16 

45 -S9 

10 

8 

14 

1 hour 

18 

18 

IB 

1 - 2 hours 

12 

12 

11 

2 hours 

11 

12 

9 

Over 2 hours 

14 

16 

9 

Total 

100% 

100% 

100% 

Sample Base 

(5841 

(390) 

(194) 

Mean (Minutes) 

79 

87 

64 
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Current users used VA Medical Services an average of 6.5 times over the last veer, 
As might be expected, inpatients used medical facilities more often than outpatients. 

Question 6: In the past year, how frepuenHy have you used VA /or health services 
or testing? 



TOTAL 

CURRENT USERS 

INPATIENT 

OUTPATIENT 

ONLY 

Used once 

26% 

28% 

21% 

Twice 

17 

16 

20 

3 - 4 times 

22 

20 

28 

S - 9 times 

16 

14 

19 

10 - 19 times 

13 

16 

8 

20 or more 

6 

7 

4 

Total 

100% 

100% 

100% 

Sample Base 

(5801 

(386) 

<1921 

Mean 

6.5 

7.2 

6.1 


Current users have used VA Medical Servlcet longer than former users and Inpatients 
have used VA Medical Services longer then outpatients. 


Question 7; For about how tong thave you been ustog/dld you use) VA for health 
services? 


CUBREWT USERS fgRWtfl USEB5 



TOTAL 

arfATiEWT 

outpatiewt 

TOTAL 

INPATIEWT 

PUTPATIENT 

l*«s Ihin t month 

1 % 

2% 

2K 

16% 

14% 

17% 

t monlh - 1 vMT 

S 

a 

9 

6 

6 

11 

1 - 2 vein 

12 

10 

17 

9 

6 

13 

2 . 5 veers 

IS 

It 

23 

22 

22 

22 

5 - to 

IS 

18 

9 

11 

12 

11 

10.20 

22 

23 

17 

17 

20 

14 

20 * vein 

26 

26 

23 

18 

20 

12 

Total 

I0I« 

I00« 

100% 

100% 

100% 

100% 

BASE 

16771 

P87I 

11901 

14121 

12081 

1204) 

Mean 

13 

14 

11 

9 

10 

7 
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PERCEPTIONS OF VA HEALTH CARE SERVICES 

Not surprisingly, current users are more satisfied with VA health cars services than are 
former and non-users. Also, inpatients in both the current atKf former user groups are 
slightly more satisfied than are outpatients. 

PERCENT SATISFIED* WITH VA HEALTH CARE SERVICES 


> 00 % 



Current Porner Neft*uaefs 

■I Total H Insalianta l_J OulNlia»li 

* 4 aM i FallRfi «• 4 t * 6 aeal* 
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RATINGS ON VA MEDICAL SERVICES ATTRIBUTES 

Respondents rating several specific aspects Pi VA health care services. While current users 
gave the highest satisfaction ratings for each anribuie (former users were next highest and 
non-users lovrest on each of the attributes), all user groups ranked the attributes in nearly 
the same order, Appearance and cleanliness of facilitiee and counesy and respect shown 
by the staff received the highest rating while respondents vrere clearly least satisfied with 
waiting time for a scheduled appointment and location conventertca. 


RATINGS ON VA MEDICAL SERVICES 
(% Satisfied}* 



CURRENT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Appearance/Cleanlinessof facilities 

88% 

80% 

56% 

Courtesy & respect shovim by staff 

84 

79 

60 

Safely of locations 

84 

72 

52 

Nursing staff 

83 

71 

47 

Comfon of faeiltfles 

80 

69 

46 

Filling prescriptions 

79 

69 

44 

Quality of physicians 

76 

68 

49 

Handling records 

76 

70 

40 

Convenience of locations 

64 

67 

46 

Wait time for scheduled appointment 

52 

49 

26 


*4 tnd S ratine* en a 1 • S K*le. 
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CHOICE OF HEALTH CARE PROVIDER 

Assuming no difference in cost, most current users of VA health care services I66%| 
would choose the VA if they had a choice between VA sponsored health care 
coverage and coverage from some other private plan. Former users are split almost 
evenly while rK>n-usets ate much more likely to choose a private health plan, 


Question 10: The government is considering changes t/iet would affect heilth 

care options. If there were no change in the cost fp you, and you 
were offered a choice between either health care coverage 
sponsored by the VA which would inctude a nefwor* of 
comrrwilty providers, gione from some other private health plan, 
for example. Blue Cross. Kalser-Permanenie, or soma other HMO, 
which one would you be most Hkely to choose - VA or some 
other private plan? 


CHOICE BETWEEN VA AND 
OTHER HEALTH CARE PROVIDER 

80% 

TO* 

ao« 

sou 

40% 

30% 

so% 

10U 

0« 

Current Former Non-vsare 



CIWM4 oirmr L lUnOacJSvO 
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Quality of cate is a maio> reason volunteered for choosing the VA or fpr selecting en 

allernetive. Interestingly, current and former users of the VA service, those with first 

hand ex)>erience, seem panieutBrIy happy with the cere they receive. 


Mein reasons for choosirtg a private plan (other then good service) ere better locations 

end doubts about quality of the VA staff. 

Negative experiences with VA are also a 

deterrent for choosing the VA plan. 




Mentlorred most by resportdants who were undecided on their choice of plan was not 

having enough Information to make a choice. 



Question 11; If chose VA sponsored health cere coverage, reasons for that 

choice. 

REASON FOR CHOOSING VA 



CURRENT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Good servlce/Ouallty ceie/Happy with them 67% 

72% 

39% 

Facilities especially for Vats 

11 

11 

26 

No experience with other plans 

11 

9 

4 

Well qualified doctors/staff 

9 

11 

8 

Specialty care (or Vets 

S 

2 

1 

Close to where I live 

4 


7 

Don’t like other plans 

4 

3 

15 

More banefits/coverege/feel secure 

4 

2 

6 

Other 

2 

1 

2 

Don’t krtow 


1 

4 

Total 

116% 

120% 

112% 

BASE 

IS88I 

(196) 

(135) 
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Question 11: II ctiose private health care plan/HMO, reasons for that choice. 

REASONS FOR CHOOSING PRIVATE PLAN 



CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Better quality of servica/care/covetaga 

32% 

26% 

20% 

Location of VA not convenient 

29 

26 

13 

Better quality stall/expertise 

19 

8 

6 

Don't trust/like VA/bad experiences 

ia 

25 

26 

Like current provlder/piivaie doctor 

12 

15 

32 

More variety/choice of doctors/faciliiles 

10 

12 

1 

No experience with VA/not eligible 

2 

0 

10 

Other 

2 

1 

2 

Don't know 

0 

2 

1 

Total 

124K 

116% 

121% 

BASE 

064) 

(184) 

I31B) 
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Both the VA's commitment to the speciali2ed needs of veterans and the option of e 
family coverage plan have a positiva Influence on whether respondents would choose 
the VA as e health care provider. It is striking that non-users are nearly as likely as 
current artd former users to be positively influenced by the option of family coverage, 
as shown beuw. Respondenu focused more on the advantage of family coverage 
than on the potentially negative espects of the veteran baing treated In a VA facility 
and the family member beirtg treated in e different facinty. 

Quesilen f2: Dots VA's eommlimsni to ths spaclallietl hsslUt rtaeds of 


veferaAS htve » positive, negative, or no Influence In your 
consUereHon of them es your health care provklerf 


Commitmeni to health needs of vets 
has positive Influence 

CURRENT 

USERS 

63% 

FORMER 

USERS 

50% 

NON- 

USERS 

30% 

Has negative influence 

8 

10 

13 

Has no influenca/neutrel 

29 

40 

67 

Toul 

100% 

100% 

100% 

BASE 

1584) 

(4171 

(498) 

Question 13; What If VA also affereti the ooiion of a family coverage plan. In 

which vaiersns couU he treeteti In either VA or community 
faculties, anti tieperttients woulti be trealeti by community 
provltiers. Wbulti this option have a positive, negetive, or no 
Influence uprm yourtiecislonsbout whether to choose VA or noil 

Option of family coverage plan has 
positive influence 

CURRENT 

USERS 

60% 

FORMER 

USERS 

53% 

NON- 

USERS 

52% 

Has negative influence 

7 

8 

8 

No Influence/neuiral 

33 

39 

40 

Total 

100% 

100% 

100% 

BASE 

(582) 

(418) 

(500) 
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Cost Is S major factor, particularlv amorte currerti users 

of VA medical services, In 

choosing a health care provider. When those who opted for a private plan were asked 

If they would still make that choice if it cost nwra than the VA plan, one half of 

current users indicated they would decline to do so. Of those who stlH would choose 

a private health plan even if H cost more, 

most would l>e willing to pay up to 10 % 

more for the plan; 20% of current users would pay up to 2S%. 


Question 14: VWiaf If U cost you mare to choose arrother health care plan than 

It weu/4 cost to use the VA system, would you sttt choose that 

provider f 

CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Yes, would still choose provider 
other than VA 

39% 

50% 

48% 

No. would not 

51 

43 

40 

Don't know 

10 

7 

12 

Total 

100% 

100% 

100% 

BASE 

(200> 

(224) 

(368) 

Question IS: In percentage terms, hew much more would you be wIKng to pay 

for sorrta other plan over VA 's- would you say? 



CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Up to 10% more 

68% 

61% 

47% 

Up to 25% more 

20 

22 

32 

Up to 33% more 

0 

3 

3 

Up to 60% more 

12 

3 

9 

Up to 75% more 

0 

2 

2 

Up to 100% more 

6 

7 

4 

More than twice as much 

5 

2 

3 

Total 

100% 

100% 

100% 

BASE 

(791 

(113I 

(189) 
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DEMOGRAPHICS 

Most respondents live in a two-person household. 
Ouesl/on IS: Household Sin 



CURRENT 

USERS 

FORMER 

USERS 

One person 

18% 

17% 

Two people 

52 

48 

Three 

IS 

15 

Four 

9 

12 

Rve or more 

7 

7 

Total 

100% 

100% 

BASE 

15861 

1418) 

Mean 

2.4 

2.50 
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Roughly three quarters have no chUdrert in the household under age 18. 
Question IS; Number In household under ege IB. 



CURRENT 

FORMER 


USERS 

USERS 

None 

78% 

78% 

One person 

11 

11 

Two or more people 

11 

11 
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Non-user$ we'C somewhat younger than current and former users. 
Question 20: Age of ttesponOem 


CURRENT FORMER NON- 
USERS USERS USERS 


Under 29 

2% 

0% 

2% 

26-34 

S 

4 

7 

35-44 

11 

12 

14 

45 - 54 

16 

21 

23 

55 - 64 

24 

20 

21 

65-74 

33 

32 

27 

75 aruj older 

10 

10 

6 

Total 

100« 

100% 

100% 

OASE 

1566} 

(41 4» 

(497) 

Median 

61.8 

61.3 

67.2 


More former and rwrt-usert than current users have other coverege In addition to VA 
benefits. 


Question 21: yMtether hsve any (other! heelth care coverage of any type, 

Indutl/ng Medicare, In addition to VA benefits. 



CURRENT 

USERS 

FORMER 

USERS 

NON- 

USERS 

Yes. have other coverage 

56% 

74% 

83% 

No. do not 

44 

26 

17 

Total 

100% 

100% 

100% 

BASE 

1586) 

(417) 

(5021 
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Of (^^se who have additional health coverage, current users are more llkety to have 
Medicare, while former and rwn-users are more likely to have coverage from another 
private plan. 


Question 22: If have any health care coverage In addition to VA, who provider 

Is. 



CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Medicare 

61 

40 

22 

Another private inaurartce plan 

(HMO, self-insured co.. eto.l 

37% 

50% 

65% 

Blue Cross/eiue Shield 

19 

22 

27 

Medicaid plan 

B 

4 

3 

Total 

124% 

116% 

117% 

BASE 

(3271 

(3091 

(4171 

Current and former users of VA medical services appear to 

be less educated than non- 

users. 

Question 23: Last grade ot school corrip/efed, 

CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Less than high school 

27% 

23% 

11% 

High school graduate 

38 

40 

42 

Some coHege/technicai school 

25 

21 

26 

Four year college degree 

6 

11 

15 

Postgraduate work 

4 

5 

6 

Total 

100% 

100% 

100% 

BASE 

(5841 

(4151 

(6011 
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Mora non-usars than current and former users are employed. Two-thirds of current 

users are retired. 

Question 74: Emplovntent Status 


CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Employed full-time 

1B% 

27% 

50% 

Employed part-time 

5 

6 

4 

Retired due to aoe/disabllity 

67 

62 

41 

Full-time student 

1 

0 

0 

Not employed 

9 

6 

5 

Total 

100% 

100% 

100% 

BASE 

I6SS) 

1415) 

(501) 

Current users have the lowest median artrtual household income of the three user 

groups. 

Question 2S: Housettold Income 


CURRENT 

FORMER 

NON- 


USERS 

USERS 

USERS 

Under «20.000 

56% 

43% 

22% 

$20,000 • $39,999 

33 

36 

3S 

$40,000 - $59,999 

7 

13 

25 

$60,000 - $79,999 

3 

4 

a 

$80,000 - $100,000 

1 

1 

3 

Over $100,000 

0 

1 

4 

Total 

100% 

100% 

100% 

BASE 

(521) 

(360) 

1448) 

Median 

$17,904 

$23,941 

$34,535 
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HoHandet Cshan & McBfid* 22 W«sl Rd. S(s. 30t Towuin. Md. 21204 410-337-2121 «6I23 

VA MED BENEFITS t -1 E -2 C -3 M -AP 

Good svening/afternoco. I'm ol Hollandef. Cohan & McBtida. Wa'ra doing a survey lo> the 

Oepanment ol Vetararu Allairs. <May I speak with (LIST NAME!.) IREPEAT INTRODUCTION IF 
NECESSARY). This survey is about healthcare, and my listing indicates you have used VA medical facilities 
for health Mrvices or tests, is that eerrectr |1F AFFIRMED. CONTINUE; OTHERWISE. TERMINATE.) 

IF RANDOM DIAL: 

(Is there anyone In your household who Is a veteran of the military? May I speak with him/her?) IREPEAT 
INTRODUCTION IF NECESSARY) This survey is about the hsallhcara of veterans. 

Afl replies are completely eonridential and wiS be used for research purposes only. THIS SURVEY HAS BEEN 
APPROVED BY O.M.B. UNDER O.M.e. APPROVAL #2900-0458 AND WIU TAKE APPROXIMATELY 
10 MINUTES TO COMPLETE. 

START LISTED RESPONDENTS AT a 3 

TIME BEGUN 


Which of these benelils availelile from the VA have you used? 


YES 

NO 

a. Medical care banaliis? 


-1 

•2 

b. Education benelils? 

11 

•1 

-2 

e. Home Loan benelil? 

ia 

-1 

•2 

d, Rshabilltetion or compensation benelils? 

It 

-1 

•2 


2. tIF NO TO MEDICAL BENEFITS) 

Have you ever received gjU medical services, ailhar treatment or testing, from e VA hospital or 
madical centar? 
ro 

■1 YES -2 NO-XSKIPTO. 0. 81 

3. Has the medical cars you've received from the VA been as an inpsiiant, that is, admitted to the 
hospital for an overnighi stay, or onfy as an outpstienl. i.e. come toe clinic for tests or cars, or both? 

M 

•1 INPATIENT -2 OUTPATIENT -3 BOTH 

4. How long sgo did you last use any VA healthcare services? 

40 

■01 WITHIN THE PAST YEAR (CURRENT! YEARS AGO (SKIP TO Q, 7) 

5. About how long does It usualy take you to gel to their fecility? I JMIN MMRS 

M I ) HOME CARE ONLY 

E. In the past year, how Irequenity have you used tha VA tor health services or testing? 

TIMES 

m 

7. For about how long (have you been using / did you use) the VA for health services? 

n 

8, QvsuU. using a seals of one through live, with one meening very poor, and (iva meaning excellsni. 
^w would you rale VA healthcare sstvtcas? leither from your own experience or your impressions.) 

VERY POOR -I -2 -3 -4 -5 EXCELLENT 
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9. Now I'd ika you to us< Om same raiino systam to rata soma speciric aspacts of VA healthcara 
servicaa. TT^aaa ralinga can be baaed on either your aaiiafacljon through actual experiarwa or just 
your unpressions. First the ICKECKEO ITEMI. using the scale of otw through five, withona meanir>g 
very poor, up through ftva meaning eiccallanl. hew woidd you rata (REPEAT 1st ITEMI? 


ROTATE 

VERY POOR 




EXCELLENT 

0 

a. overeR ouelily of nursing staff 



-2 

-3 

-4 

6 

11 

b. overcs Quality of physicians 

11 

-1 

-2 

-3 

-4 

-6 

(I 

c. length of waiting time to be seen 
when you have a scheddad appi. 


.j 

-2 

•3 

-4 

■6 

1) 

d. appearance & cleenliness of medical feeillties u 

-1 

•2 

•3 

-4 

-6 

(1 

e. handling of your records 

M 

-1 

-2 

-3 

■* 

•5 

n 

1. filling prescriptions 

m 

-1 

•2 

-3 

-4 

•S 

n 

g. courtesy & respect shown by staff 

m 

•1 

•2 

-3 

-4 

-6 

(1 

h. convenience of the medicst lecililies locaiionan 

-1 

-2 

•3 

•4 

-6 

11 

1 . safety of locations 


•1 

•2 

•3 

-4 

-S 

11 

j. how comfortable the ftelitias are 

N 


•2 

•3 

-4 

■B 

II 


10. The government is censidariitg changes that would affect healthcare options. If there were no 
char.ge in the cost to you, end you were offered e choice between either healthcare coverage 
sponsored by the VA which would include a rtetwork of community providers, u one from some 
other private health plan, for exsmpla. Blue Cross, Ksiser-Permsnante, or some other HUO, which 
one would you be most Kkely to choose-tha VA or some other private health plan? 

100 

-1 VA -2 OTHER -3 DKAJNOECIDEO 

11. Whyisihst? 


111 Hi 111 


1 2. Ooee the VA's commitment to the specielited health needs of veterans hevt e positive, negative, or 
no influence in your consrderatiort of them ts your health cere provider? 

IM 

•1 POSITIVE -2 NEGATIVE -3 NONE/NEOTRAL 


13. Whet if ttieVA also offered the ggiiga of a family coverage plan, in which veietens could be treated 
in either VA or community facilities, and depsndents would be treated by community providers, 
Would this option hevt a positiva. negative, or no influence upon your decision about whether to 
choose the VA or not? 
m 

-1 POSITIVE -2 NEGATIVE .3 NO INFLUENCE 
•«IF CHOOSE -1 VA IN OUES. 10 ABOVE. SKIP TO INTRO TO DEMOS 
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14. What it cost you Qifirs tfl eJwoM SAOthw hoalthesroplsn than it would cost louse the VAsyslam, 
would you still choose that otovidet? 

IW 

-1 VES/OTHER -2 NOA/A [SKIP TO INTRO TO OEMOSI >3 OK 

16, In percenlage terms, how much more would youbo willing topay lor some other plan over the VA's- 
would you say.... 



•t up to t0% mora. 

-4 up to 50% mora. 


-2 up to 2S% mors. 

■S up to 75% more. 


•3 up to 33% more, 

-6 up IP 100% more, thel is, twica as much, or 

•7 aven mora titan that? 


Now, I have a few oueadons for statisdeal pwposes only. 

1 6. lit which state do you live? 

17. Do you consider your neighborhood to be dtv. suburban, or more country rural? 

IM -I CITY -2 SUeUReAN -3 RURAL 


1$. Including yoorsall. how many livo in the household? IIP •1", SKIP TO Q. 20) 

IM 

19. How many, if any. are under the age ol 18? 

20. In whet year were you bom? 

JQO 

21 . Do you currently have any (otharj haaltheare coverage of any typo, including Madicars (In 
addition to your VA benefits)? 

»« 

-1 YES -2 NO ISKIP TO 0. 23 I 

22. IS this through; {CIRCLE ALL THAT APPLY) 

-1 1 due Cross/Blua Shield pitit. 

•2 enotlier private insurartce plan, [INCL. HMO, SELP-INSO CO. ETC) 

-3 a Medicaid plan, or 
-4 Madicara? 

23. Witat is l?io laet grade of school you compleled? 
no 

-I LESS THAN HICH SCHOOL 
-2 HICH SCHOOL GRADUATE 

-3 SOME 11-3 VRS) COLLEGE OR TECHNICAL SCHOOL 
-4 4 VR. COLLEGE GRADUATE 
-S POSTGRADUATE WORK/STUDIES 
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24. Ars you currently.... 

MO 

•t employed Ml tinw, 

■2 employed pad time, 

-3 retired due to ege or diseMily, 

-4 a tud-time student, or 

•S not employed at the present Time? 


26. 


Is your household's total income from el sources ever or imder *40.0007 


1 1 OVER 
la it between: 

•3 40 to 60,000 
-4 60 to 60. 

-6 80 to 100. or 
■6 over thetl 

RESPONDENT IS: -1 MALE 


1 1 UNDER 1 1 REaiSEO 

Is it between: 

-2 20 to 40.000. or 

•1 under *20,0007 

•2 FEMALE 


Thank you very much lor your lima. Informslien, and opMona, Good niglit. 

TIME EN0E0_ 
IMTV. LENGTH. 

PHONE NO; NAME IF LISTED 


27. CODE FACILITY NO. IF AVAILABLE 

m 

28. SAMPLE IS FROM: *1 CURRENT INPATIENT LIST -2 FORMER INPATIENT LIST 

IM >3 CURRENT OUTPATIENT LIST -4 FORMER OUTPATIENT LIST 

-6 RANDOM DIGIT DIALING U8T 


INTVR. 

DATE 

VERIFIED BY 
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Disiribution of Sample and Interviews 
By Facility 


Station 

Facility 

Sample 

Completed 

Niimhar 

Namn 

Frnniinncv 

Interviews 

402 

Togus 

20 

0 

405 

While River Junction 

56 

7 

436 

Ft Hairison 

1 

0 

437 

Fargo 

66 

11 

436 

Sioux Falls 

62 

5 

442 

Cheyenne 

30 

2 

452 

Wichita 

54 

7 

4S9 

Honolulu 

25 

2 

460 

Wilmington 

233 

18 

463 


36 

0 

500 

Albany 

100 

6 

sot 

Afeuquerque 

44 

4 

502 

Alexandria 

193 

20 

503 

Altoona 

267 

20 

504 

Amarilla 

66 

3 

SOS 

Tacoma 

66 

2 

506 

Ann Arbor 

102 

6 

506 

Atlanta 

312 

16 

509 

Augusta 

316 

15 

512 

Balllmore 

SO 

4 

513 

Batavia 

6 

0 

514 

Baih 

167 

10 

SIS 

Battle Creek 

97 

3 

516 

Bay Pines 

144 

12 

517 

Beckley 

6 

0 

516 

Bedford 

36 

0 

519 

Big Spring 

44 

1 

520 

Biloxi 

toe 

3 

521 

Birmingham 

125 

4 

522 

Bonham 

42 

2 

523 

Boston 

192 

16 

525 

Brockton 

66 

8 

526 

Bronx 

85 

8 

527 

BrooWyn 

303 

14 

528 

Bufialo 

23 

0 

529 

BuUer 

46 

1 

531 

Boise 

67 

3 

532 

Canandaigua 

56 

2 

533 

Castle Point 

320 

16 

534 

Charleston 

25 

1 

535 

Chicago (Lakeside) 

64 

9 

537 

Chicago (Westslde) 

43 

2 

538 

Chillicothe 

60 

T 
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station 

Facility 

Number 

Name 

S39 

CIncinnali 

S40 

Clarksburg 

541 

Cleveland 

S42 

Coatsville 

543 

Cokjotbia. MO 

544 

Cakjtnbia. SC 

546 

Miami 

549 

Dallas 

550 

Dansville 

552 

Dayton 

553 

Alim Park 

554 

Denver 

555 

DesMoinea 

556 

North Chicago 

557 

Oubfin 

558 

Durham 

562 

Erie 

564 

Fayetteville, AR 

565 

Fayetteville, NC 

566 

Ft Howard 

567 

Ft Lyon 

568 

Ft Meade 

569 

Ft Wayne 

570 

Fresno 

573 

Gainesville 

574 

Grand Island 

575 

Grand Ainclion 

578 

Hines 

579 

Hot Spring 

580 

Houston 

581 

Huntington 

583 

Irtdianapolis 

564 

lows City 

585 

Iron Mountain 

586 

Jackson 

589 

Kansas City 

590 

Hampton 

S91 

KenvIHe 

592 

Knoxville 

594 

Lake City 

595 

Labanon 

596 

Lexington 

597 

Lincoln 

598 

UttleRock 

599 

Livermore 

600 

Long Beach 


Sample 

Completed 

Frequency 

Interviews 

■ 37 

1 

6 

0 

324 

19 

67 

1 

in 

10 

38 

3 

320 

14 

317 

14 

96 

2 

122 

10 

55 

3 

55 

2 

55 

2 

61 

3 

72 

3 

138 

10 

32 

4 

49 

3 

41 

1 

3 

0 

13 

0 

24 

1 

57 

3 

50 

4 

159 

S 

24 

t 

56 

1 

305 

11 

18 

4 

151 

12 

60 

2 

IIS 

10 

97 

9 

S3 

3 

34 

1 

74 

6 

24 

1 

69 

3 

44 

2 

109 

2 

87 

6 

93 

i1 

35 

4 

48 

6 

55 

1 

341 

17 
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station 

facility 

Sample 

Completed 

Number 

Name 

Freauencv 

Interviews 

603 

Louisville 

87 

5 

604 

Lyons 

58 

3 

60S 

Lotna Linda 

144 

3 

607 

Madison 

no 

11 

608 

Manchester 

58 

5 

609 

Marion, IL 

75 

6 

610 

Marion. IN 

67 

4 

611 

Marlin 

17 

1 

612 

Maiinez 

147 

6 

613 

Marlinsburg 

107 

5 

614 

Memphis 

98 

7 

617 

Miles City 

29 

1 

618 

Minneap^ 

331 

17 

619 

Montsomery 

12 

0 

620 

Montrose 

56 

1 

621 

Mountain Home 

77 

2 

622 

Murfreasboro 

108 

0 

623 

Muskogee 

65 

1 

626 

NashvlUe 

65 

7 

627 

Newington 

84 

S 

629 

New Orleans 

60 

S 

630 

New York 

96 

7 

631 

North Hampton 

42 

1 

632 

Nonhport 

52 

2 

635 

Oklahoma 

148 

7 

636 

Omaha 

56 

4 

637 

AshevHle 

68 

3 

640 

Palo Alto 

135 

S 

641 

Perry Point 

62 

3 

644 

Phoenix 

17 

1 

645 

Pittsburgh (HO) 

44 

1 

646 

Pittsburg (UD) 

95 

4 

647 

Poplar eiufl 

57 

0 

646 

Portland 

86 

13 

649 

Prescott 

61 

2 

650 

Providence 

33 

0 

652 

Richmond 

97 

3 

653 

Roseburg 

67 

3 

654 

Reno 

31 

4 

655 

Saginaw 

85 

2 

656 

$t Cloud 

62 

3 

657 

St Louia 

332 

16 

658 

Salem 

111 

4 

659 

Salisbury 

107 

3 

660 

SaK Laks City 

93 

5 

662 

San frarrcisco 

133 

7 
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station 

Facility 

Sample 

Completed 

Niimhor 

Name 


Interviews 

663 

Seattle 


6 

664 

San Oiego 

97 

1 

66S 

Sepulveda 

99 

7 

667 

Shreveport 

86 

3 

668 

Spokarte 

58 

2 

671 

San Antonia 

49 

2 

672 

San Juan 

17 

0 

673 

Tempa 

127 

1 

674 

Temple 

111 

2 

676 

Tom^ 

221 

11 

677 

Topeka 

64 

0 

678 

Tuscon 

29 

0 

679 

Tuscaloosa 

25 

3 

680 

Tuskegee 

62 

1 

685 

Waco 

56 

1 

666 

Leavenworth 

43 

0 

687 

Walla Walla 

56 

2 

688 

Washington. DC. 

90 

4 

689 

West Haven 

69 

2 

691 

West LA 

129 

1 

692 

White City 

16 

2 

693 

Wilkes Barrs 

89 

4 

695 

Milwaukee 

270 

21 

752 

LA OPC 

23 

2 

756 

El Paso 

25 

0 

757 

Cokimbus OPC 

139 

6 
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STATEKEMT OF JOSH II. TITZXACS. ASSISTANT OUtECTOR 
MATIOMAA VPrBBANS AFFAIRS AND aSRABILlTATION COMMISSION 
TBS AM8R1CAN LESION 
TO THB 

SUBCOMMITTEE ON H0SFITAL8 AND BSALTB CARE 
COMKITTBS ON VETERANS AFFAIRS 
UNITED STATES BOUSE OF REPRESENTATIVES 
KARCB la. 


Meabers of the subcoaiiittse; 

The American Legion appreciates the opportunity to offer 
its views concerning the present and future direction of VA 
construction planning, especially as it relates to national 
health care reform. 

The American Legion believes the VA medical construction 
program hes not been properly funded over many years. If VA is 
to be a competitive health care provider, changes must be made 
at both ends of Pennsylvania Avenue, while several new medical 
facilities have been funded for construction in recent yesrs, it 
seems that most of the major medical construction budgst has 
been devoted to new facility development and not enough 
attention has been devoted to existing infrastructure 
requirements. VA has an archaic medical facility 
infrastructure. The American Legion has repeatedly testified 
that the capital plant system of VA is a multi-billion 
investment of the Federal government that must be maintained in 
a systematic nannar. Now that VA is positioning itself to 
undertake an axtansive health care reform strategy, the 
impairment of inadequate construction planning and funding of 
many years threatens the framework of a competitive health care 
provider. 

The American Lagion doubts whether VA can seriously admit 
that the VA medical syetes's Infrastructure is prepared for 
health care reform. fears of inadeguats funding will force VA 
to utilize resources from the Health Care Investment Fund (Phase 
I), proposed in K.R. 3600, to build new ambuletory care 
additions at various madicsl centers. These facilities should 
have already been in the planning and funding pipeline. Now VA 
has soma serious catching up to do. At this time it is not 
clear what other construction projects are being proposed for 
oonsidaratien within the Health Care Investment Fund, Phaee 3 
ind PhafiA 3 . 

The American Legion believec this hearing is timely and 
necessary. For too long, VA haa proceeded in developing its 
construction program in the absence of eound priorities, The 
Legion's hospital field representativee repeatedly identify 
serious construction deficiencies during sits visits to VA 
medical facilities. Ne have testified over the years to the 
need for a new and expanded ambulatory care/outpatient clinic 
conatruetjon program, for development of new facilities in 
rapidly growing sunbelt states, for a greater emphasis on 
rural health care services, to a need for a greater emphasis on 
long-term care construction, and to the need for an aggressive 
modernization and renovation program. Fortunately, Congress has 
funded a number of new construction projects over the years, 
and for this The American Legion and the veterans of this 
country are grateful. At the same time. The Legion is 
astonished that other much needed projects never seem to make 
the priority construction list. The Legion would like to point 
out that for years, medical centers in Tampa and Gainesville, 
Florida; Phoenix, Arizona; Pittsburgh (UD) , Pennsylvania; East 
Orange, New Jersey; and other locations have had increasingly 
troublesome concerns related to construction deficiencies, which 
have not received the necessary attention. 

The Legion hopes VA will answer this Subcommittee's 
questions concerning the future direction of the medical 
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construction prograa. In particular, why the Ft 1995 Health 
Investment Fund projects do not include construction initiatives 
for rural locations? Considering construction planning under 
the Phase 2 and Phase 3 Health Investment Fund years, vhat plans 
does VA have regarding the development of primary care clinic 
locations in geographically inaccessible areas? The Legion 
would hope VA's future construction plans do not duplicate 
already existing services and that any criteria established for 
expanding VA's presence in the community will alleviate long 
trips by veterans to recsive VA medical care. 

During the first five months of Ft 1994, VA's minor 
construction program has exhausted its funding for all but the 
highest priority projects. All minor construction projects have 
been pieced on hold so that the remaining funds can be used in 
the most critical areas. Yet the proposed funding level for 
minor construction in PY 1995 is the same as the current fiscal 
year. It is not difficult to predict that VA's minor 
construction program will always snceuntar thess same 
dlffleultlas until the annual funding level is raised to 
required levels. For PY 1994 major construction, the $115 
million in new funding authority not only rsprsaente the lowest 
level in years, but the Office of Management and Budget (0KB) 
has projected this level of funding for the next five years. 
Unless VA construction is adequately funded VA cannot develop a 
sound construction policy. This policy must be needs-based, not 
budget driven. Years of funding neglect have created toe many 
operational deficiencies. This trend oust be reversed if VA is 
to become a competitive health care provider. 

VA will soon transition from its current four medical 
region ellgnment in the Veterans Health Administration to the 
planned 16 Veterans Service Areas (VSAs). The American Legion 
bellevee that VA needs to Inventory its moet critical 
construction projects and make that information available to 
this Subcommittse. Secondly, once the transition to the 16 
VSAs is eomplete, a credible proposal on realigning the 
medical care missions of all VA medical centers must be 
presented. In our view, VA can then begin to develop a sound 
construction program, determine the potential impact on veteran 
beneficiaries, update and complete all Facility Development 
Plans and establish a firm benchmark ranking sohema for 
addressing ths system's most pressing construction needs. 

The American Legion is prepared to answer any questions 
this Subcommittee's members may have on this critical iasue. 

o 



